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Tiivistelmä – Referat – Abstract 
 
This study examines the roles of midwives who assist in home births in semi-urban areas in 
Ashanti Region, Ghana. The study belongs to the field of medical anthropology. The aim of 
this thesis is to give indepth information about the role and place of these midwives in their 
communities and in the wider society in Ghana. The midwives have different backgrounds 
and practices. Most of them do not have a formal education in midwifery or nursing which 
makes them to be in a marginal position in a medical landscape where childbirth in gradually 
but rapidly moving into health facilities. 
 
The study is a qualitative ethnography on the work, practices and roles of these midwives in 
maternity health care services. The data for this research was gathered during a fieldwork in 
Ashanti Region, Ghana in January and February 2019. The main material consists of semi 
structured interviews, informal discussions, observations and fieldnotes. Interviews with five 
midwives who take care of home births form the main material of this research. Additionally, 
some hospital workers were interviewed as well as a few mothers concerning their opinions 
on hospital birth culture and home births. 
 
Some of the main results of the study are that midwives who take care of home births still 
have roles even though their work is gradually being replaced by formally trained health 
workers. Some women still turn to their help because of the good care and presence they give 
to their patients. These midwives have been crossing the boundaries of health care sectors, 
and they are still crossing boundaries of different kind for example by cooperating with the 
formal sector of health care in different ways in a medically pluralistic landscape in Ghana. 
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Tiivistelmä – Referat – Abstract 
 
Tämä tutkielma tarkastelee kotisynnytyksiä hoitavia kätilöitä Ashanti-alueella Ghanassa, 
alueilla jotka sijoittuvat kaupunkien ja maaseudun välimaastoon. Tutkielma kuuluu 
lääketieteellisen antropologian alaan. Tutkimuksen tavoite on tarjota tietoa kotisynnytyksiä 
hoitavien kätilöiden roolista ja paikasta yhteisöissään ja ghanalaisessa yhteiskunnassa 
laajemmin. Tutkimuksen kohteena olevien kätilöiden taustat ja käytännöt vaihtelevat. 
Useimmilla näistä kätilöistä ei ole muodollista koulutusta, minkä vuosi he ovat 
marginaalisessa asemassa ajassa, jolloin synnytykset ovat siirtymässä sairaaloihin ja 
klinikoille. 
 
Tutkielma on laadullinen etnografinen tutkimus kotisynnytyksiä hoitavien kätilöiden työstä, 
käytännöistä sekä rooleista äitiyshuollossa. Tutkimuksen aineisto on kerätty tammi–
helmikuussa Ashanti-alueella Ghanassa. Pääasiallinen aineisto koostuu 
puolistrukturoiduista haastatteluista, vapaamuotoisista keskusteluista, havainnoinnista ja 
muistiinpanoista kenttätyön aikana. Viiden kotisynnytyksiä hoitavan kätilön haastattelut 
muodostavat tutkimuksen keskeisimmän aineiston. Lisäksi haastateltiin muun muassa 
sairaalahenkilökuntaa sekä äitejä liittyen heidän kokemuksiinsa sairaaloiden tarjoamasta 
äitiyshuollosta sekä kotisynnytyksistä. 
 
Kotisynnytyksiä hoitavilla kätilöillä on edelleen erilaisia rooleja ja paikka yhteisöissään, 
vaikka heidän työlleen ei ole monia jatkajia synnytysten siirtyessä sairaaloihin. Jotkut naiset 
kääntyvät edelleen heidän puoleensa, sillä he tarjoavat hyvää hoitoa ja läsnäoloa synnytysten 
hoidossa. Nämä kätilöt ovat ylittäneet terveydenhuollon eri sektoreiden rajoja monin eri 
tavoin kuten työskentelemällä sairaaloissa ennen. He ylittävät rajoja edelleen esimerkiksi 
tekemällä yhteistyötä sairaaloiden kanssa medikaalisesti monimuotoisella kentällä. 
Avainsanat – Nyckelord – Keywords 
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This is an ethnographic research on the work, practices and roles of midwives who take 
care of home births in semi-urban areas in Ashanti Region, Ghana. In Ghana, childbirth 
is moving gradually from homes to health facilities and almost all the women in the 
locations where this research was conducted give birth in health facilities. All the 
midwives who participated in this research, except for one of them, do not have a formal 
education in midwifery or nursing and are in a marginal position because of the current 
policy prohibiting or strongly regulating their practice. However, they still have multiple 
roles in their communities which is the main starting point of this research. 
 
This study belongs to the field of medical anthropology. The aim of this thesis is to give 
indepth information about the role and place of these midwives in their communities and 
in the wider society. I am a midwife myself, which affected the research interests and the 
selection of the topic. This will be reflected more in the chapter on ethical concerns, 
limitations and self-reflection. 
 2 
  
The research focuses on the perspective of women who take care of home births, called 
simply midwives in this thesis, but presents also mothers’ thoughts and experiences about 
facility births and home births. Additionally, hospital workers’ opinions and reflections  
about these midwives and home births will be presented to broaden the understanding of 
their role in the medical landscape (see Hsu 2008) of Ashanti Region. 
 
The role of midwives who take care of home births cannot be analyzed without discussing 
the Ghanaian facility birth culture at the same time. That is why the practices of these 
midwives will be compared to the birth culture in health facilities. Based on this 
comparison, the role of midwives who take care of home births will be discussed, seeking 
answer to the question of why some women still want to seek the help of these midwives 
even though practically every woman in the localities this research was conducted have 
a true possibility give birth in a health facility as well. 
 
The argument of the first analysis chapter is that even though the current government 
policy prohibits and regulates the practice of midwives who do not have a formal 
education, they continue having multiple roles within maternal health care in Ashanti 
Region because the facility birth culture is sometimes technocratic as opposed to holistic 
care of the midwives who assist in home deliveries, and that is why some women still 
want to seek their assistance during birth. 
 
The second analysis chapter discussed the ways these midwives have been crossing the 
borders of folk sector and formal sector of health care. They still cooperate in different 
ways with the formal sector of health care. Main theoretical orientation used in this 
chapter is Arthur Kleinman’s (1978, 1980) sector model of health care systems. This 
chapter argues that even though midwives who do not have a formal education in nursing 
or midwifery are usually classified into the folk sector of care, the reality is more diverse: 
the midwives have been crossing and are still crossing the borders of health care sectors 






In literature, women who assist in childbirth at home are referred to with several different 
names. Some terms used for those women are traditional midwives, family birth 
attendants, lay midwives (Langwick 2011), bush-midwives (Hsu 2001), village midwives 
(Langwick 2011, 41), and untrained midwives or birth attendants. According to Geurts 
(2001), the best term to describe the work of midwives she studies in rural Ghana is 
“critical midwifery grounded in pragmatism” (Geurts 2001, 379). Also, the term 
domiciliary midwifery (See Langwick 2011, 34 citing World Health Organization in the 
1950s-1970s) has been used to refer these midwives. In public health discussion, they are 
usually called traditional birth attendants (TBAs). 
 
In this study, the women who assist in home births are called simply with the word 
midwife, because none of the abovementioned terms felt suitable to describe the group of  
midwives who are the main research participants in this study: they are so different from 
each other in many respects, so that grouping them under any other name than midwife 
would have been misleading. 
 
There is no general name or title for these midwives in Ashanti Region. Most often, they 
are called simply as midwives in different local languages. All of the midwives 
interviewed for this thesis are known by their own names together with the word 
“Maame/Maa” (mother), “Ante” (aunty), Madam or Nana (a respected title used often of 
elders). This is a reason why these midwives are called in this research the same way they 
call themselves: with their first names. All the first names used of these midwives are of 
course pseudonyms to ensure their anonymity. Calling them with first names points also 
to the uniqueness of every one of them. Sometimes the term home midwives is also used. 
Whenever talking about formally trained hospital midwives, it will be mentioned 
explicitly to make the difference. Thus, whenever the term midwife is used, unless 
otherwise stated, it refers to a midwife who is taking care of home births. Most often these 
midwives do not have a formal education in midwifery, except for the midwife called 
Maa Gristy, who will be presented later. 
 
This research is based on material that was gathered during fieldwork of six and half 
weeks in Ashanti Region in January and February 2019. The study design is a qualitative 
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ethnography. Methods of data gathering were semistructured interviews, informal 






There are two research questions in this study. The first one is being answered in the first 
analysis chapter concerning good care in home births as contrast to women’s negative 
hospital experiences, and the second research question is being answered in the second 
analysis chapter on how the midwives who take care of home births have been crossing 
the borders of health care sectors. The research questions are: 
 
1) What kinds of good caring practices do midwives who take care of home births 
have and how does this affect their role and position in maternity care services in 
semi-urban areas in Ashanti Region today? How does the facility birth culture 
affect women’s decisions to seek help from midwives who take care of home 
births? 
 
2) How have the midwives who take care of home births been crossing the borders 
of different sectors of health care (formal, folk and family sectors)? What does 
this tell about the role and place they have in maternity health care services in 
Ashanti Region? 
 
The need for this research arises from the fact that midwives who do not have a formal 
education in midwifery are most often grouped together under the term traditional birth 
attendant especially in global health discussion, which does not give a truthful picture of 
all of them and their practices. The term raises images of mainly traditional and harmful 
practices and contributes to the delegitimization of all the knowledge on childbirth these 
midwives have. Clearly, the midwives who do not have a formal education can be 
criticized in many ways, and their practices have to be evaluated, of course. But, the other 
side of the story is that they have also many good practices which do not get enough 
attention in the global health discourse. This is a problem when planning maternal health 
services globally: it is a good goal that all the women would give birth in health facilities 
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safely under the supervision of workers who have all the skills, experience and resources 
to take care of the deliveries safely, not forgetting the good care laboring women deserve. 
Unfortunately, this is not the situation everywhere, and the facility birth culture and the 
practices in the health facilities should also be studied to raise discussion on what is good 
maternity care and what kind of care during labor do women want. There is not enough 
research on hospital birth culture in so-called developing countries, and because of this, 
this thesis gives attention also to the birth culture in Ghanaian health facilities, based on 
data gathered during the fieldwork. 
 
The localities all the midwives interviewed for this thesis live and work can be described 
as semi-urban areas. This makes the analysis of their role and place unique and 
interesting: their work and roles in rural Ghana has been examined in various studies (for 
example Geurts 1997; Kennedy 1999; Adu-Gyamfi et al. 2018), but their work in more 
urban localities has not been researched much. In fact, during the whole research process, 
no studies were found on the role of these midwives in other than rural locations in Ghana 
or in any other African country (of course only research in English language was taken 
into account). The research on these midwives has mainly concentrated on rural areas 
where they clearly have important roles still, in places where there is not always health 
facilities close by and home birth is often practically the only option (see for example 
Kennedy 1999). 
 
Even though the work of the midwives who assist in home births is being taken over by 
formally educated health workers when childbirth is moving into hospitals in Ghana, 
there is still some demand for the services of these midwives even in semi-urban areas in 
Ashanti Region, Ghana. Reasons for this will be presented. Part of the health-related 
activities of the midwives who do not have a formal education happen more or less 
unofficially in a marginal space, since the current government policy prohibits or strongly 
regulates their practice. 
 
As the context and background for this research, the history of “traditional birth 
attendants” (TBAs) will be presented. The context and background chapter describes the 
historical attempts to integrate so-called traditional birth attendants in the formal sector 
of health care. The chapter presents also the current policy that prohibits the work of 




The analysis of the roles of midwives is divided into two separate analysis chapters in this 
research. The two main analysis chapters utilize different main theoretical approaches 
and frameworks. 
 
In the first analysis chapter, I argue that the midwives who take care of home births still 
have roles in Ashanti Region even in areas where all the women have a true option to 
choose a facility birth, because the care women get in health facilities is not always 
satisfactory and good. In contrast to this, midwives who take care of home births provide 
women with good care, which makes some women still seek their assistance. 
 
The technocratic model of birth (Davis-Floyd 2001 & 1993) as well as Emily Martin’s 
analogy between female body and a machine are utilized to discuss the facility birth 
culture in Ghana in the first analysis chapter. A decision was made to utilize Davis-
Floyd’s (2001) theory on technocratic birth as well as the metaphor of body as a machine 
(Emily Martin 1989) in this thesis as theoretical frameworks to describe how childbirth 
assistance in health facilities in Ghana sometimes is. The work and practices of the 
midwives who assist in home births are analyzed and compared against these analytical 
viewpoints. To describe and analyze the way midwives who assist in home births take 
care of their patients, theories on good care and caring practice from Arthur Kleinman 
(e.g. 2008 & 2017) are utilized. 
 
I argue that the birth culture in health facilities in Ghana is medicalized (see for example 
Quattrocchi 2019) and technocratic (Davis-Floyd 2001) to some extent. It has to be 
stressed that there are, clearly, variations in the birth culture between different facilities. 
As a contrast to the birth culture in many health facilities, I argue that the midwives who 
assist in home deliveries have many elements of good care (see Kleinman 2008, 2013) in 
their practice, and that the way they take care of their patients has also many features of 
holistic birth culture (see Davis-Floyd 2001) that takes into account both the mind and 
the body. That is one of the reasons why the midwives who take care of home births still 
have roles in semi-urban areas in Ashanti Region. 
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In other words, the first analysis chapter utilizes the theory of technocratic and holistic 
models of birth (Davis-Floyd 2001) as well as Emily Martin’s analogy between female 
body and a machine to compare childbirth in health facilities and homes. This comparison 
is used when arguing that some women still want to give birth at home because the care 
they get in health facilities is not always good. 
 
In discussing the roles of midwives who take care of home births in Ashanti Region, the 
first analysis chapter utilizes also the theory of medicalization of childbirth. 
Medicalization describes “a process by which nonmedical problems become defined and 
treated as medical problems, usually in terms of illnesses and disorders” (Conrad 1992, 
209). Over the last century, pregnancy and childbirth have become increasingly 
medicalized in much of the world (Quattrocchi 2019, 762). Medicalization of childbirth 
means that the process of childbirth is conceived of and treated as a medical event, 
requiring risk management, control and constant monitoring of the woman’s body (ibid.). 
According to Quattrocchi (2019), medicalization contains the element that unnecessary 
and potentially harmful medical interventions “are conducted on a routine basis or 
overused against evidence-based medicine”. Despite recommendations by the World 
Health Organization (WHO), overmedicalization of normal pregnancy and birth is 
increasing. (Quattrocchi 2019, 762) The concept of medicalization refers to broader 
sociocultural processes in which knowledge is elaborated and legitimized (Quattrocchi 
2019, 763). 
 
The first analysis chapter places the technocratic facility birth culture against the good 
caring practices of the midwives who take care of home births, drawing from Arthur 
Kleinman’s theories of good care and caring practices (e.g. Kleinman 2008, 2013 & 
2017). Through Kleinman’s theories on good care, the chapter discusses what is good 
midwifery care in contrast to seeing childbirth only as biomedical set of procedures with 
the goal of “extracting the fetus from the woman’s body” (Martin 1989) and making the 
mother and baby survive alive. 
 
The first analysis chapter utilizes also Brigitte Jordan’s theory on authoritative knowledge 
on childbirth (Jordan 1978 & 1997) when discussing the facility birth culture and 
devaluation of the knowledge of the midwives who take care of home births. The role and 
position of the midwives and their knowledge on childbirth in Ashanti Region will also 
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be discussed through Michel Foucault’s approach on knowledge and the 
interconnectedness between knowledge and power (e.g. Foucault 1963 & Foucault 1980 
in Gordon 1980), arguing that in the process of medicalization of childbirth, much of the 
knowledge of the midwives who take care of home births is devalued because it is not 
considered legitimate anymore. The analysis circles around the argument that in health 
facilities of Ghana, the staff can exercise power over laboring women, utilizing 
authoritative knowledge (Jordan 1978 & 1997) while devaluing women’s own knowledge 
on their bodies and the birth process. The role of midwives who take care of home births 
is analyzed against this medical culture, arguing that because of the current facility birth 
culture in Ghana, some women still prefer giving birth at home with the help of a midwife 
they know and trust even in semi-urban areas. 
 
Medicalization of childbirth and the technocratic model of birth are used as theoretical 
approaches to justify the argument that midwives who assist in home births still have 
roles in Ashanti Region because women are not always satisfied with the care they get in 
health facilities. Many Ghanaian health facilities are crowded and the 
nurse/midwife/doctor−population ratio throughout the whole country is low. This 
combined with scarce resources leads sometimes to a birth culture where the woman’s 
body is seen like “a machine on an assembly line” (Martin 1989). 
 
This thesis draws from these theories in the analysis of the power relations between 
different systems of knowledge on childbirth, the “medical” and “traditional”, all the time 
reminding the reader of the artificialness of categories in midwifery care and childbirth 
assistance. Along the process of hospitalization of childbirth, the ‘clinician’s gaze’ is not 
limited to the profession of the biomedical doctor only: midwives and nurses can also use 
their authoritative position and knowledge to exercise power over their patients, and this 
is common in a technocratic birth culture. Due to negative experiences in health facilities 
and not getting the kind of care they want, some women still seek help from midwives 
who assist in home births and who continue having multiple roles in semi-urban areas in 
Ashanti Region. 
 
The theory of authoritative knowledge on childbirth (Jordan 1978 & 1997) is used in this 
work as a more specific theory on how some knowledge related to childbirth is 
 9 
legitimized “just because it counts”, while some other knowledge on childbirth is 
considered illegitimate without further consideration of the quality, value and truthfulness 
of that knowledge. This theory is closely related to what Foucault (e.g. 1980 in Gordon 
(ed.) 1980) argues about the interconnectedness of knowledge and power. I argue that the 
knowledge the professional health care workers who work in health facilities is often 
considered authoritative as opposed to all the knowledge the midwives without formal 
education have. Often all the participants have adopted this idea: the policy planners both 
globally and locally, health care workers, and often the laboring women themselves as 
well. 
 
Authoritative knowledge on childbirth is a concept first developed by Brigitte Jordan in 
1978. The central observation in the theory of authoritative knowledge is that 
…for any particular domain several knowledge systems exist, some of which, by 
consensus, come to carry more weight than others, either because they explain the 
state of the world better for the purposes at hand (efficacy) or because they are 
associated with a stronger power base (structural superiority), and usually both. 
(Jordan 1997, 56) 
 
However, to identify a body of knowledge as authoritative speaks in no way to the 
correctness of that knowledge. The power of authoritative knowledge is not that it is 
correct but that it counts. The label “authoritative” is intended to draw attention to its 
status within a particular social group and to the ways it works in maintaining the group’s 
definition of rationality and morality. (Jordan 1997, 58) Jordan continues by describing 
that 
…in many situations, equally legitimate parallel knowledge systems exist and 
people move easily between them, using them sequentially or in parallel fashion 
for particular purposes. But frequently, one kind of knowledge gains ascendance 
and legitimacy. A consequence of the legitimation of one kind of knowing as 
authoritative is the devaluation, often the dismissal, of all other kinds of knowing. 
Those who espouse alternative knowledge systems then tend to be seen as 
backward, ignorant, and naïve, or worse, simply as troublemakers. Whatever they 
might think they have to say about the issues up for negotiation is judged 
irrelevant, unfounded, and not to the point. (Jordan 1997, 56, referring to Jordan 
1989) 
 
The constitution of authoritative knowledge is an ongoing social process that both builds 
and reflects power relationships within a community of practice (Jordan 1997, 56, citing 
Lave and Wenger 1991 and Wenger 1990). It does this in such a way that all participants 
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come to see the current social order as a natural order, that is, the way things (obviously) 
are. (Jordan 1997, 56) 
 
Typical for medicalized hospital birth culture is that medical knowledge supersedes and 
delegitimizes other potentially relevant sources of knowledge. One form of knowledge is 
the laboring woman’s prior experience and the knowledge she has of the state of her own 
body. Nonmedical knowledge is often devalued by all participants, usually including the 
woman herself. She comes to believe that everything done is for her own best. (Jordan 
1997, 61) 
 
Michel Foucault’s theory on the interconnectedness of knowledge and power is also 
utilized when discussing authoritative knowledge on childbirth in the first analysis 
chapter. For Foucault, “…it is not possible for power to be exercised without knowledge, 
it is impossible for knowledge not to engender power” (Foucault 1980, 52). In the time 
of hospitalization of childbirth and gradual disappearance of midwives who take care of 
home deliveries and their knowledge, critical discussion on the power relations in the 
production of knowledge on childbirth is needed. The knowledge on childbirth of the 
formal health care sector and the hospital birth culture should not be taken as self-evident 
truths without critical considerations on power relations between different forms of 
knowledge on childbirth, for “...power regularly promotes and utilises a ‘true’ knowledge 
of subjects and indeed in a certain manner constitutes the very field of that truth.” 
(Gordon (ed.) 1980, 239) 
 
Foucault analyzes critically the domination of scientific knowledge and science for not 
opening space for other knowledges. In the Birth of the Clinic (1963), Foucault describes 
the ways power relations are integral in the hospital institution. He attempts to reconstruct 
and de-mythologize the origins of modern knowledges by grasping the order of rationality 
of medicine usually taken as self-evident. (See Gordon (ed.) 1980, 231) In the Birth of 
the Clinic (1963), Foucault formulated the concept of the ‘clinician’s gaze’, with which 
he refers to a supreme mastery of the biomedical profession: “the gaze that sees is a gaze 
that dominates.” (Foucault 1963, 39), (See also Downing 2008, 34). This concept is 
related to the way of medicalizing the human body (Foucault 1963). This approach can 
be seen in the way women are sometimes treated during birth in health facilities as will 
be argues in the first analysis chapter. 
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The second analysis chapter uses Arthur Kleinman’s (1978, 1980) sector model of health 
care as the main theoretical framework to locate the work of the midwives in the field of 
health care in Ashanti Region and to discuss how they have been crossing the borders of 
health care sectors and their role and place in the medical landscape (Hsu 2008) in Ashanti 
Region. Especially the work of midwives called Maa Gristy and Nana Yaa will be 
analyzed in the light of this theoretical framework. Theories on medical pluralism are also 
utilized, mostly to discuss herbalism in some of these midwives’ practice. 
 
Arthur Kleinman’s sector model is utilized in the second analysis chapter to discuss which 
of the sectors or arenas of health care the midwives who assist in home births can be 
located to, in the past as well as today. Presenting what the data of this research reveals 
about the work of the midwives in the past as well as currently helps us to understand the 
changes in the medical landscape they have been operating and are still operating in.  
 
In his sector model of health care systems, Kleinman (1978, 1980) divides health care 
into popular, folk and professional sectors. Most health care systems contain these three 
social arenas within which sickness is experienced and reacted to (Kleinman 1978, 86). 
Kleinman describes health care in a given place as a local cultural system composed of 
these three parts (Kleinman 1980, 50). The sectors are partly overlapping, and some 
people use all sectors. In strongly medically pluralistic societies or communities, many 







Figure X: Arthur Kleinman’s (1978, 1980) health care sector model 
 
 
The popular sector comprises mainly the family context of sickness and care. It also 
includes social network and community beliefs and activities. Popular arena is in most 
societies the biggest arena where health and sickness are managed. (Kleinman 1978, 86; 
Kleinman 1980, 50) 
 
The professional arena consists of professional scientific medicine, also referred to as 
“Western” or “cosmopolitan” medicine (the terms orthodox or allopathic medicine are 
also used) but also professional indigenous healing traditions (Kleinman 1978, 87). In 
other words, the professional sector comprises the organized healing professions. In most 
societies, this includes simply modern scientific medicine. But in certain societies, such 
as Chinese and Indian societies as well as certain Muslim countries, there are also 
professionalized indigenous medical systems such Chinese, Ayurvedic and Yunani or 
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Galenic-Arabic (Islamic) healing traditions. Kleinman includes them in the professional 
sector in his model. (Kleinman 1980, 53-54).  
 
The folk arena consists of non-professional healing specialists (Kleinman 1978, 86-87). 
The folk sector shades into the other two sectors. Folk sector is a mixture of many 
different components: some are closely related to the professional sector, but most 
components are related to the popular sector. In societies lacking professionalization, folk 
sector and popular sector constitute the entire health care system. (Kleinman 1980, 59). 
 
Health care systems are understood by Kleinman in a wider sense, not only as official 
systems but consisting of all health-related activities (see Kleinman 1978, 86). The model 
“provides a common set of terms useful for talking about medicine in different societies.” 
(Ibid. 85) 
 
Through this theoretical model of medicine, Kleinman tries to understand health, illness, 
healing, and other health care related aspects of societies as cultural systems. The model 
aims at comparing health care systems cross-culturally and provides a systematic analysis 
of the impact of culture on sickness and healing. (Kleinman 1978, 85) 
 
The model aims at providing “systematic interdisciplinary translation between 
anthropology and the health sciences.” Through the model, Kleinman wants to 
…provide a terminology that is not limited to biomedicine, but through which 
biomedicine can be related to other professional, as well as popular and folk, 
healing traditions within a broader comparative cross-cultural science of sickness 
and health care. (Kleinman 1978, 85) 
 
 
Some of the midwives’ work and practices will be analyzed in the first analysis chapter 
from the perspective of how they cross the boundaries of these sectors. For example, their 
educational backgrounds vary, and some of them have been working in health facilities 
of the formal sector before. Some of them still cooperate with the formal sector of health 
care, some openly and some on a low profile. 
 
Ghanaian medical culture is very pluralistic, which has been discussed in numerous 
studies (see for example Twumasi 1979; Hampshire & Owusu 2013). The conceptual 
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ideas of medical pluralism, medical landscapes and medical culture are utilized in the 
second analysis chapter to discuss the role of the midwives in a place where different 
knowledge bases and traditions related to childbirth exist, but where the medicalization 
of childbirth is rapidly changing the birth culture into a technocratic (see Davis-Floyd 
2001) direction. However, since midwives are very different kinds of practitioners 
compared to other types of “folk healers”, a decision was made to utilized medical 
pluralism theories mainly in the second analysis chapter when discussing herbalism as 
part of the work of the midwives. Medical pluralism can be applied to the analysis of for 
example the hospital compound where the midwife called Nana Yaa’s lives and works. 
The compound is a very good example of a pluralistic medical culture where different 
sectors of health care (folk, formal and popular domains) and healing traditions exist side 
by side without any conflict, overlapping and merging together. Medical pluralism is also 
used to discuss herbalism in Maa Gristy’s practice. 
 
The concept of medical pluralism implies that there are many medical systems other than 
Western medicine (Hsu 2008, 320). It implies that “…in any given community, patients 
and their carers may resort to different kinds of therapies, even when these have mutually 
incompatible explanations for the disorder.” (Hsu 2008) Medical pluralism is a theory or 
system that recognizes more than one ultimate principle, with monism as its opposite. 
According to Hsu (2008), the term appealed to anthropologists in the 1970s and early 
1980s, when debating issues of cultural relativism and rationality. The term was originally 
coined by Charles Leslie (e.g. Leslie (ed.) 1976; Leslie 1980). Leslie argued that all 
medical systems in the world are pluralistic (with the possible exception of a few small, 




Background and context 
 
As the context and background for the research topic concerning the role and place of 
midwives who take care of home births in Ashanti Region, the global health discussion 
on traditional birth attendants (TBAs) is presented. It functions as a background for the 
current policy in Ghana that regulates the work of midwives who do not have formal 
training. The chapter also introduces the history of the attempts to integrate midwives 
without formal training into the formal sector of health care in Ghana. The current 
international and national policy that regulates or prohibits the work of midwives without 
formal training will be explained as a description of the current medical climate around 
childbirth in Ghana. It will be discussed how the state is shaping the medical landscape 
of childbirth in Ashanti Region and Ghana more widely. The Ghanaian Ministry of 
Health1 (MOH) policy documents are utilized as references when describing the social 
and political situation around childbirth. All the Ministry of Health publications referred 
to are the newest versions openly available in the Ministry of Health Internet pages. 
 
Global Health Discussion on Traditional Birth Attendants 
 
The use of traditional birth attendants (TBAs) in health services has been debated 
passionately over the decades in global health discussion. The term traditional birth 
attendant refers to women who attend in childbirths but who do not have a formal 
education in health care. In the core of the debate is whether the TBAs should be allowed 
to continue their work or whether their practice should be prohibited or at least strongly 
regulated. The argumentation goes briefly like this: TBAs should definitely not be 
integrated to the health care system because they contribute to maternal and infant 
mortality (see for example Harrison 2011) because they cannot recognize danger signs or 
manage complications, and they have harmful practices. the opposite opinion is that it is 
unwise and potentially dangerous to ban TBA’s (Ana 2011), because there is demand for 
their services. Some say that TBAs exist because of an unmet public health need (Gill 
2011), when not all the women have access to services of the formal health care sector. 
 
1 The Ministry of Health (MOH), Ghana, is ”the government organisation with oversight of the health 
sector. It is responsible for policy formulation, monitoring and evaluation of performance and 




Thus, the role of midwives without formal education in maternal health services is a 
heated topic in the field of global health. 
 
The argument that traditional birth attendants are responsible for maternal and infant 
deaths has been problematized. An example from East African Malawi shows that after 
the government prohibited TBAs, maternal mortality started to increase (Ngozo 2011). 
TBAs went underground and were lost to regulatory authority. In 2011 the Malawi 
government reversed the ban and started, instead, to train TBAs, after which maternal 
mortality seemed to be falling again. (Ngozo 2011; Ana 2011) Many women especially 
in rural areas do not have access to health care services of the formal sector and 
prohibiting the work of TBAs can lead to the increase of deliveries on the roadside on the 
way to a health facility (see Rishworth et al. 2014). 
 
 
Training of Traditional Birth Attendants: A Brief History 
 
Mobilizing traditional healers has been seen as a solution to the shortage of workers in 
the formal healthcare sector of developing countries in the past (Langwick 2017, 31). 
Since the 1970s, the activities of folk practitioners have become enshrined in global health 
policy as part of the campaign for “health for all” (Schoepf (2017, 111). Traditional birth 
attendants were recognized internationally in 1978 in a World Health Organization 
(WHO) conference on primary health care, the Alma Ata conference. The conference 
recognized traditional practitioners, including TBAs, as important actors in primary 
health care, with the aim of achieving “health for all”, and launched a campaign to train 
these practitioners to be integrated to the formal sector of health care: “It is therefore well 
worthwhile exploring the possibilities of engaging them in primary health care and of 
training them accordingly.” (World Health Organization 1978, 63) World Health 
Organization’s definition for a traditional birth attendant is “a person who assists the 
mother during childbirth and initially acquired her skills by delivering babies herself or 






A trained TBA has been further defined as a TBA 
…who has received a short course of training through the modern health care 
sector to upgrade her skills. The period of actual training is normally not more 
than one month, although this may be spread over a longer time. (WHO 1992) 
 
In the 1970s-1990s, suggestions were made about the possible roles of TBAs in the 
facility-based health care systems in addition to the work they already did in their 
communities. Their responsibility, authority and knowledge got recognition. It was 
suggested that the TBAs work as outreach workers in villages after getting some training, 
taking care of only cases they can handle and referring complicated cases to hospitals. 
(Msonthi 1986, 100) TBAs could have operated under the supervision of medical 
practitioners (ibid.). For example, Feierman (1986) suggested hiring local elderly women 
in hospitals to provide health care as well as to serve as “community’s advocates with 
enough authority to demand changes” (Feierman 1986, 217). Their role as influencing 
young mother’s decision-making was recognized (ibid.). Feierman suggested that the 
TBAs could help to improve government health services by increasing understanding 
between hospital staff and villagers and this way shape the institutions to meet community 
needs. TBAs would work as “intermediates” in introducing new preventive and curative 
health practices into people’s life by using their influential status. (Ibid.) 
 
One response by the Ghanaian government to the international objectives was to identify 
suitable individuals in rural communities and to train them to perform routine deliveries 
in homes and refer risky or complicated cases to health facilities (Geurts 1997, 3). 
 
The government of Ghana had started to officially recognize the “TBAs” in 1977: 
In 1977 Ghana adopted a strategy of service delivery at the community level using 
Community Health Workers called Community Clinic Attendants and Traditional 
Birth Attendants. This preceded the Alma Ata Declaration in 1978 of 'Health for 
All by year 2000' that focused on Primary Health Care (PHC). (Ministry of Health 
2016, 8) 
 
In the 1980s and early 1990s, the Ministry of Health of Ghana recruited locally recognized 
“village midwives” to be educated, trained and given some basic equipment to be used in 
deliveries (Geurts 1997, 2). After the training, the midwives received certificates giving 
them the designation of “community TBA” (Geurts 1997, 17). These women were 
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enlisted to work alongside the district health teams with the objective of reducing 
maternal and infant mortality (Geurts 2001, 379-380).  
 
However, already during the TBA training programmes, critical voices argued that the 
Ghanaian state is aiming at “medicalizing” childbirth together with the international 
movement of “health for all”. 
 
Appearing to be a simple plan, utilizing “traditional birth attendants” was in reality 
fraught with complicated issues (Geurts 1997, 3), and the results of the efforts to train 
TBAs were quite mixed (Geurts 2001, 380). The confrontation between the biomedical 
model of care and traditional practices and beliefs concerning well-being and childbirth 
proved to be uneasy (Geurts 1997, 4). 
 
It has also been argued that despite the acknowledgement of the role of the TBAs in 
Ghana, restricting their practice to referring women to health facilities has had detrimental 
impacts on women in rural, isolated communities in Ghana (Rishworth et al. 2014, 14, a 
study on TBAs in Ghana’s Upper West Region). Moreover, there were not enough doctors 
and nurses to meet even the minimun standards set by the WHO (Pfeiffer & Chapman 
2015, 2145). 
 
The Policy to Promote Facility Births and Skilled Birth Attendance 
 
The global as well as national policy to promote facility births will be presented here to 
describe the medical landscape around childbirth in Ghana. The international policy to 
reduce maternal and infant mortality is “training of thousands of health workers to help 
ensure at least 90 per cent of all childbirths are supervised by skilled attendants.” 
(UNFPA 2020). 
 
The global consensus in the domain of global health is that facility births with skilled 
births attendants reduce maternal and infant mortality and thus should be promoted. 
Ghana is committed to the global goal of increasing the proportion of women giving birth 
with ‘skilled birth attendants’ (accredited health professionals such as midwives, nurses 
or doctors with formal education, see World Health Organization 2004, 1): 
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Globally consensus has been reached over the past years on the interventions that 
are significant in reducing maternal mortality. Attendance by skilled health staff 
during delivery is proposed to be one of the crucial factors and this is reflected in 
the use of proportion of birth attendance by skilled health staff as a benchmark 
indicator for monitoring progress towards the Millennium Development Goals 
(MDGs). In general, births with skilled attendants are associated with lower rates 
of maternal mortality. (Ghana Health Service 2016, 16) 
 
Despite of the consensus and attempts to achieve the goals, the proportion of women 
giving birth with skilled attendants has not increased as planned in Ghana (Ministry of 
Health 2018, 108 & 41), and many women continue giving birth at home with the help of 
midwives who do not have a formal education. However, the proportion of home births 
has declined by more than a half in ten years: in 2007, 45 percent of all births in Ghana 
took place at home, compared to 2017 when 20 percent of all births were homebirths, 
according to the official statistics. In Ashanti Region, 85 percent of all births were facility-
based in 2012-2017. (Ghana Statistical Service (GSS), Ghana Health Service (GHS), and 
ICF 2018) 
 
Currently, Ghana is committed to the international goal to increase skilled attendance in 
deliveries and the rate of facility births. However, the national policies regarding 
midwives without formal education seem to be somewhat unclear in Ghana as these 
quotations from Ministry of Health policy documents show: 
The plan calls for scaling up the training of cadres of practitioners who have basic 
midwifery skills, and promotion of a rational plan for redefining the role and 
utilization of traditional birth attendants. This plan promotes intra-sectoral 
collaboration at all levels including the community level within the Community-
based Health Planning and Services (CHPS) program of the GHS. (Ghana Health 
Service 2007, 10) 
 
The future of midwives who do not have a formal education is unclear as this quotation 
shows: 
TBAs who can act as CHVs (community health volunteers) can also be trained in 
a similar manner to promote preventive care at home, advocacy for facility-based 
births, identification of danger signs and appropriate care seeking. However, the 
GHS is currently not promoting home deliveries by TBAs? (Ministry of Health 
2014, 46) 
 
The contradictory policies concerning the role of the midwives who assist in home births 
might reflect the lack of consensus and continuation in Ghanaian national policies, and 
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the fact that providing all the women and infants with good and safe facility-based care 
in the formal sector is a demanding task. Regional differences are also vast: “skilled 
attendance at childbirth and facility-based delivery is not available to all citizens in all 
regions” (Ghana Health Service 2007, ii). Meanwhile the authorities are struggling with 
training more “skilled birth attendants”, midwives without a formal qualification continue 
having multiple roles in their communities. 
 
The ongoing hospitalization of childbirth and professionalization of birth assistance in 
Ghana made me get interested in studying the work and practices of midwive without 
formal training and their roles in the changing medical landscape (medical landscapes, 
see Hsu 2008) in Ghana. I was interested to find out how much the work, roles and 
practices of these women correspond with the picture given in global health discourse on 
traditional birth attendants. I was convinced that the picture is too simplistic and that the 
reality is much more diverse. That is why I wanted to conduct an ethnographic research 
on their work, practices and roles. Because the global health discussion is so polarized, 
anthropological research on the roles and practices of women who take care of home 
births is very much needed. The aim of this research was to get a more truthful picture 
about these midwives and their roles in their communities. 
 
Moreover, the argument about facility births as always safer than home births should be 
problematized. According to Kitzinger (2015), the causal connection between hospital 
births and decrease in maternal and child mortality is taken for granted, without always 
adequate research and evidence about the advantages of obstetrical technology. Many 
interventions and hospital rites are taken for granted by hospital staff; to question them is 
almost insulting. (Kitzinger 2015) Also Harvey et al. (2007) argue that establising a causal 
link between skilled attendance and maternal and infant survival remains problematic, 
and the true skills of skilled birth attendants should also be questioned. Harvey et al. 
(2007) conclude: “There is a wide gap between current evidence-based standards and 
provider competence to manage selected obstetric and neonatal complications”. (Harvey 








The study design is a qualitative ethnography. The methodology behind data gathering 
and analysis follows the principles of grounded theory: the research is built based on 
themes that arise from the data gathered during the fieldwork (see Bryant & Charmaz 
2007), avoiding pre-selected theories to affect the kind of data gathered or the conclusions 
made. 
 
I conducted fieldwork in Ashanti Region, Ghana, during the period of 1.1.2019-
14.2.2019. The fieldwork lasted for six and half weeks, from which a few days were spent 
in the capital Accra preparing to go to the actual field site and making arrangements.  
 
The primary methods of data gathering were semi structured interviews, informal 
discussions, observations and fieldnotes. In total, eighteen people were interviewed. Of 
these eighteen participants, five are midwives who assist in home births. Three hospital 
nurses and one hospital midwife were interviewed. All of them are experienced and 
currently working with deliveries, two of them in leading positions. Pseudonyms Beatrice 
and Isaac are used for the head midwife and head nurse of a private hospital I visited. 
Their interviews took place during two visits in the hospital they work in. 
 
The other people interviewed include one herbal doctor (called with the pseudonym 
Ismael), six mothers below the age of forty, two elderly women who had given birth at 
home, and one father of four children. Informal discussions were held with several other 
people. 
 
Gathering research participants began by searching contacts through personal networks 
before the fieldwork. Three midwives were found this way, and their informed consent to 
participate in the research was asked beforehand. Rest of the research participants were 
found and contacted during the fieldwork by utilizing the snowball sampling technique 
and by “asking around”. Some of the participants were contacted through existing social 
networks of the field assistants, and the rest were found by going to places and asking 
around after getting a hint of a potentially suitable research participant. Two midwives as 
well as the herbal doctor were found by utilizing the latter technique, and two mothers 
further through these practitioners. Thus, it can be said that the five midwives were chosen 
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as informants by coincidence. They do not represent a statistically significant sample of 
home midwives or traditional birth attendants in Ashanti Region, but analyzing their work 
and roles is notable for the qualitative features they display. (See also Geurts (1997, 5) 
about the qualitative importance of the work of the midwives she has studied in rural 
Ghana) 
 
Guidelines and advice from the works of Ellen (ed., 1984), Spradley (1979) and Van 
Velsen (1978), among others, were followed in the data gathering process. 
 
All the interviews were recorded on a tape recorder. The duration of the interviews with 
the midwives is more than eight hours in total. The duration of all the other recorded 
interviews is six hours. Three of the midwives were interviewed only once, two of them 
twice. The interviews with the midwives were all recorded in their homes, usually outside 
at the compounds or courtyards. The interview with the midwife called Maa Abenaa was 
carried out inside her house in a space for customer consultations next to the maternity 
ward she had built for her clients.   
 
The interviews were mostly semi structured. I had formulated a set of topics and questions 
beforehand, and I used that list as a structure for the discussions. I kept adjusting the list 
as the research carried on. From that list I chose interesting and relevant themes when 
suitable. However, in the interviews I let the participants lead the discussion when they 
wanted, and I also expressed my wish that they would do so. I gave the participants a lot 
of space to bring forth what they feel is important and present me with things they find 
interesting (items at home or in the hospital, photographs, certificates, maternity cards et 
cetera), and refocused the discussions accordingly. Only after letting the participants talk 
about what they feel is relevant I asked my own questions. Sometimes, however, the 
participants rather expected me to pose them questions to know what I was interested to 
hear about. For the semi structured interviews, I had memorized a set of themes to be 
covered, but I remained flexible to what the participants found relevant to discuss and 
didn’t stick to the chosen topics strictly. 
 
Because of the language barrier, it was not as easy as I had dreamed of to have informal 
discussions and to listen carefully to how people talk about childbirth: what kinds of 
words they use, what kinds of tones can be heard from their speech, and so on. Young 
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and middle-aged people spoke English to varying degrees. With the elderly people a 
translator was needed more often than not. For this reason, whenever a translator was 
necessary, the discussions were more structured compared to the situations when 
communication happened in English. Informal discussions often circled around birth 
experiences and thoughts and opinions about what is a good place to give birth and why. 
Most of the interviews were held in Twi, the main language of the Akan, including all the 
interviews with the midwives. Some interviews were held in Hausa language. I had a 
local interpretor who translated the interviews from Twi or Hausa to English. Whenever 
the research participant could speak good English and felt comfortable to speak it, the 
interview were held in English without the help of the translator. This was the case with 
some of the hospital workers and some mothers. The interview with the hospital midwife 
was carried out partly in Twi and partly in English. All the most relevant parts of the 
interviews were retranslated after coming back from the field to ensure the accuracy of 
the translations. 
 
I made observations in all the interview situations and took pictures sometimes. I 
observed the health care infrastructure including the locations of the nearest health 
facilities as well as accessibility of the facilities and road condition. I asked about 
transportation and practices when referring patients. I visited two hospitals, one relatively 
big government hospital and one small private hospital, as well as the herbal doctor 
Ismael’s clinic. In the private hospital I was taken around in the wards and took pictures. 
In addition, I observed road advertisements of hospitals and clinics and other maternal 
health care service providers. 
 
 
Ethical concerns, limitations and self-reflection 
 
The code of ethics set by the American Anthropological Association has been used as the 
guideline for ethical concerns in this study. The thesis was chosen to be written in English 
so that the people among whom the research was conducted would have a possibility to 
benefit from the results. 
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All the research participants were asked verbally for their informed consent to take part 
in the study before engaging in interviews or informal discussions with them. No written 
forms were used. I explained all the participants that I am doing a master’s thesis which 
will be published openly in the Internet. All the participants were always asked for 
permission to record the interviews and to take notes. Permission was asked also for 
taking pictures in people’s homes and compounds as well as in the private hospital I 
visited. 
 
The local translator acted also as a general field assistant and intermediator, presenting 
me to potential research participants in advance when possible. He explained to people 
what my research was about and asked for their willingness to participate in the study. 
This was a way to raise trust and to make the meetings more comfortable for everyone, 
since the participants had had time to consider their willingness to participate and to 
prepare for the interviews. 
 
The topic of the research is sensitive and the issues are private and somewhat 
controversial. Thus, protecting the privacy and anonymity of the informants is crucial. 
Pseudonyms are used for all the research participants. Some of the personal information 
of the participants has been changed and mixed up to protect their anonymity. The names 
and precise locations of the towns where the research was conducted are not mentioned. 
 
My research interests arose from my professional background. I am a midwife and nurse 
graduated in 2017, and I am working in an obstetric ward of a University teaching hospital 
in Finland, currently in postpartum care with women who have given birth and their 
newborn babies. Midwifery education and working experience give me a deeper 
understanding of the topics studied, and I believe that this has been useful throughout the 
research process. Apart from explaining that I am an anthropology student doing my 
master’s thesis, I always also explicitly presented myself as a midwife who wants to learn 
more about midwifery practices in Ghana. When doing the interviews, research 
participants probably felt that I understand what they are talking about which gave me 
better access to information. Having education and experience in midwifery guided me 
in the interviews and in formulating questions and helped me to recognize the most 
significant themes and lead the discussions to directions that were relevant and fruitful 
for my research interests. 
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On the other hand, as a formally trained midwife and nurse, I represent the occupational 
group that is taking over the home midwives’ work in Ghana. I can also be said to 
represent authoritative knowledge on childbirth (see Jordan 1997) as against the 
knowledge of the midwives I interviewed. This could potentially have been a 
disadvantage to do the research and a basis for unequal power relations. But, in all the 
encounters with the midwives I felt that there was mutual respect and no visible conflicts 
between the knowledge traditions. My conclusion is that they trusted me and were proud 
to be interviewed and share their knowledge with me. 
 
Despite of showing that the midwives I interviewed have also many good practices and 
can provide women with holistic, emotional care, I have tried to be careful not to 
romanticize their work. Further research is needed on the perspectives of all participants 
on what is good maternal and newborn care and how it should be organized and developed 
in Ghana. 
 
One of the limitations of the fieldwork was time. The short stay in the field, six and half 
weeks, did not allow me to form very deep contacts with the research participants. 
Because of the current policy that prohibits the work of midwives who are not formally 
trained, it might be that home births still happen more, but the midwives or their clients 
are not willing to talk about it to an outsider in the fear of getting into trouble. It might 
have been that spending more time in the field would have increased the trust the 
participants had for me and made them reveal even more about the reality and their 
thoughts. 
 
It is clear that the results presented in this thesis cannot by any means be generalized due 
to the small sample of research participants. As this thesis shows, women who take care 
of home deliveries are a very heterogeneous group in many ways, although they also have 
many similarities. But my aim is obviously not to provide a statistically significant sample 
of midwives who assist in home births, but rather to examine current social processes and 
discussions around childbirth and midwifery practices in Ashanti Region, Ghana. 
 
Because participants were gathered using the snowballing method, personal contacts and 
coincidences affected the sample of participants. This affected the selection of themes 
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emphasized in this study and the direction the research was taken; had the group of 
participants been different and research conducted in other towns than the ones selected, 
or in more rural areas, the details and perspectives presented in this research would differ 
partly.  
 
It is apparent that interviewing more midwives would have given a wider understanding 
of home births and “folk midwifery” and the change in birth culture in Ashanti Region. 
However, I maintain that the data gathered illuminates many contemporary issues in 
changing midwifery practice in Ghana as well as in many other places in the world. 
 
 
Ethnography and fieldwork 
 
Ghana, Ashanti Region and Ashanti nation 
 
Ghana’s population has grown fast and the country has witnessed a rapid urbanization 
since independence from Britain in 1957 (Ghana Statistical Service 2019). The total 
population of Ghana is about thirty one million (Worldometers 2020). The population of 
Ashanti Region is approximately 5,792,000 (Ghana Statistical Service 2019). 
 
Ghana is divided into ten different regions. One of them is Ashanti Region where this 
research was conducted. The regional capital of Ashanti Region is Kumasi Metropolis. 
All the regions in Ghana are further divided into districts. The fieldwork was conducted 
in four different districts in Ashanti Region all together. According to Ghana Statistical 
Service (2013), Ashanti Region is the third largest region in Ghana, after the Northern 
and Brong Ahafo Regions. Ashanti Region shares boundaries with the Central, Western, 
Eastern and Brong Ahafo regions. There are many ethnic groups in Ashanti Region. The 
largest ethnic group is the Akan, including many subgroups, for example the Asante. The 
Asante nation’s symbol of unity is the Golden Stool. The population of Asante is the 
largest among the Akan ethnic group that includes Fante, Akwamu, Denkyira, Guan, 
Brong, Kwahy, Akyem, Sefwi, Akwapim, Wassa, and Assin. The social administration 
of the Asante nation is through a traditional system of chieftaincy and elders. The 
 27 
Asantehene is the only King of Asante. The ascension to chieftaincy follows the 
matrilineal system. (Ghana Statistical Service 2013, 1 & 3) 
 
In Ashanti Region, Christianity is the dominant religion, with numerous different 
branches and churches of bigger and smaller scales. The second biggest religion is Islam, 
and traditional religions are also practiced. (Ghana Statistical Service 2013, 4) 
Ethnographic descriptions on the Ashanti have been written by Robert Rattray (1955; 
1959). Ashanti nation and its chieftainship has been studied ethnographically also by 




The main fieldsite where I also lived during my stay is located in a neighboring district 
to Kumasi metropolitan district. The main fieldsite consists of three nearby towns. Three 
of the midwives live here, each in a different town but all within walking distance. These 
towns are about forty minutes to one hour drive from Kumasi city center. I also did short 
trips to three other towns to conduct more interviews. These three other locations were 
towns located approximately two hours, five hours and seven hours drive from Kumasi 
city center. One of the midwifes I interviewed lives in the town that is two-hour drive 
from Kumasi center, and one of the midwives lives in the town about five hours drive 
from Kumasi center. All the locations where interviews were conducted can be described 
as semi-urban: they are quite densely populated communities, called towns locally, but 
not cities. The two other locations further away from Kumasi city center were two of the 
midwives live were more isolated from big cities compared to my main field site, although 
both of them are also towns that have hospitals of different kind around and services and 
businesses typical for urban localities. 
 
There is a wide network of health facilities of different sizes in all the locations the 
research was conducted. New hospitals and clinics are opened on a regular basis. Most of 
the hospitals and clinics are general ones, taking care of different kinds of patients. None 
of them is specialized for example in maternity care and deliveries only. Many of the 
health facilities have been opened within the recent decade. This shows how rapid the 
hospitalization of childbirth has been. In all the locations where this research was 
conducted, the main roads have been repaired and paved quite recently, which has 
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improved the possibilities to access health facilities and refer patients to bigger hospitals. 
In Ghana, the word hospital is used to refer to health facilities of different kind: there are 
university teaching hospitals in big cities, and district hospitals in district capital cities. 
Also very small clinics can be called hospitals. Bigger health facilities usually have a 
cesarean section possibility, but most of the facilities women give birth in do not perform 
cesarean sections nor have all the means to manage obstetric complications such as give 
blood transfusions. The availability, accessibility and affordability of orthodox medicines 
also varies. Referrals to bigger health facilities during labour happen by normal cars. In 
Ghana the hospitals are concentrated on urban and semi-urban areas, leaving a lot of rural 
areas still without a health facility. 
 
In the main fieldsite where this research was conducted, which is closest to Kumasi city 
center, there are five health facilities in the three towns where three of the midwives live. 
One of these health facilities is a public health facility and four are private ones. Four of 
these facilities provide maternity care including delivery care. All of them are rather small 
hospitals or clinics, referring patients to bigger hospitals when needed. They do not 
perform cesarean sections. The first one of them, a private hospital, was opened thirteen 
years ago and the three other ones after that.  
 
In the group of towns where the main fieldwork was conducted, migration has been 
extensive especially from the Northern parts of Ghana. There are plenty of churches and 
mosques around, starting the prayers early in the mornings. Informal discussions with 
several informants pointed to the fact that many people move to Ashanti Region 
especially from the northern parts of Ghana which are still much more agricultural 
compared to many areas in Ashanti Region. The people from the Northern parts of Ghana 
are often Muslims. Some of the ethnic groups migrated into the area from the Northern 
parts of Ghana are Hausa, Mossi, Busanga, Frafra, Kusasi, and Dagomba, to name a few. 
The group of towns were most of the fieldwork was conducted is an example of rapid 
urbanization and migration: people move to the area to search for better business 
opportunities and standard of living which makes the place very lively and vibrant. The 
impression is that most of the adults seem to be engaged in some business activities, 
whether big or small. Christians and Muslims with several different ethnic backgrounds 
and languages live together and interact with each other on a daily basis. 
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The original research plan for this research was to study women’s obstetric decision 
making, in other words women’s choices concerning the birth place as well as where to 
seek care and assistance in other reproductive health matters, and the reasons behind those 
choices. (See for example Sargent 1982 & 1989 about the Bariba of Benin as an example 
of older anthropological research on obstetric decision-making in West Africa). The 
intention was to interview pregnant women and especially women who have given birth 
with the help of midwives who take care of home births. The idea was to ask women 
about their birth experiences and their opinions about the care they have got or would like 
to get during delivery. My interest was to examine women’s thoughts on hospital births 
and home births and the reasons why they choose or end up giving birth in either one of 
these settings, and who they want to be assisting them during birth. I was especially 
interested in if some women choose a home birth even though they would have the 
possibility to give birth in a health facility as well. 
 
However, studying obstetric decision making as the main research topic turned out to be 
challenging since home births do not happen a lot anymore in urban and semi-urban areas 
in Ashanti Region. For this reason, it was not easy to find women who prefer giving birth 
at home. Moreover, in a situation where giving birth at home is not advisable or possibly 
even sanctioned, women who would still prefer it would certainly have double mind 
participating in a research. However, I managed to interview one woman, called with the 
pseudonym Adwoa, who is a client and a family member of Maa Gristy, one of the 
midwives interviewed. I also managed to find two other mothers who were willing to 
share some of their critical opinions of the hospital practices. These women will be called 
with pseudonyms Khadija and Abina. The narratives of these women are used in the first 
analysis chapter to compare the practices in health facilities with the care given by the 
midwives who take care of home births. 
 
Since the research had to be refocused due to the situation that home births do not happen 
much anymore, the theoretical framework had to be reformulated as well. This can be 
seen as an advantage regarding the objectivity of the research: there were no preselected 
theories that would have strictly affected the direction of data gathering, but the research 
data led the gradual process of composing the theoretical basis and analysis of the study. 
This is the principle of grounded theory (Bryant & Charmaz (eds.) 2007). 
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To study midwives who assist in home births seemed to be very challenging in the 
beginning of the research process. It also  proved to be difficult to choose the theoretical 
orientations: how to analyze the role and practices of midwives who are very different 
compared to each other in many ways, and from whom three have already quit assisting 
in births (at least they don’t do it openly anymore)? Moreover, most of the women in 
Ashanti Region want a facility birth because they perceive it as safer compared to home 
birth. Writing critically about facility births without romanticising home births or 
justifying any harmful practices was something that I have reflected on throughout the 
research process. There is little detailed descriptions in literature about the actual practices 
of midwives who do not have formal training and who take care of home births. 
Moreover, only a little research is avaiable on the facility birth practices in Ghana. What 
has been important to me throughout the research process is to avoid making false 
generalizations about the midwives or the birth culture in health facilities despite of 
analyzing them from theoretical perspectives. All the conclusions made in this thesis are 
based on what the research participants told me during the fieldwork. 
 
 
Presenting the midwives 
 
The profiles of all the five midwives who participated in this research will be presented 
next to give a good picture of them and of the work they do. They are all different when 
it comes to their background and their current situation: some of them have quit taking 
care of home births (Ante Afriyie, Maa Afua and Nana Yaa), but some of them still 
continue their work (Maa Abenaa and Maa Gristy). They also have different educational 
backgrounds. Thus, the group of these five midwives includes different kinds of medical 
actors. Some of them resemble each other, some are very unique in the way they practice 
midwifery. All of them work independently. They are not cooperating with other 
midwives but working very independently. 
 
All the five midwives belong to the ethnic group Ashanti. All of them are Christians. Ante 
Afriyie and Nana Yaa practice also traditional religion by the side of Christianity. The 
other ones identify themselves only as Christians of different orientations. The fact that 
all of them belong to the ethnic group Ashanti and their religion is Christianity is a 
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coincidence, not an intentional choice. All of the midwives speak Twi as their mother 
tongue. Two of them understand and speak some English as well, but a Twi-English 
translator was needed in all of the interviews. 
 
The midwives take care of deliveries in their own homes or in their clients’ homes, 
depending on the situation: often the women come to their homes, but sometimes the 
woman is too weak or the labour is too close, so it’s more practical for the midwife to go 
to the woman’s house. 
 
The work of the midwives is based mainly on principles of reciprocity, and paying for 
their services is voluntary and differs. But it has to be said that some of the midwives 
have contradictory feelings related to this: people often tend to think that they are working 
“for God” and helping their communities for free, while some of the midwives would also 
want to get paid for what they do and are facing some financial problems. But usually, as 
a payment for their services, the midwives can get gifts such as some soap, Omo detergent 
or small amounts of money. The amount for taking care of one birth is usually between 
10- 25 Ghana cedis, sometimes even up to 40 cedis, but this is rare. The midwives usually 
tell the customers to pay whatever comes from their heart. Midwives ask the women and 
their families to buy things that are needed during and after the birth. The can ask them 
to buy soap, towels, clean clothes or sheets to be put on the floor, or Dettol antiseptic 
liquid to purify the baby’s bathing water. None of the midwives has received financing 
from the formal sector of health care. Some of them have worked in health facilities 





Ante Afriyie is more than 90 years old. She has been taking care of home births “for a 
very long time”. She became a midwife “naturally”: she got the skills “from God”. The 
narrative of acquiring skills naturally, from outside, like the way some other midwives in 
this research also report, has been reported in other studies as well (see for example 
Biesele 1997, 483). One day her own daughter was giving birth, and she was there, bold 
and brave enough to assist her daughter. She had also seen her own mother doing the 
same work. She has ten children herself, nine of them born at home and the last one in 
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hospital. She has given birth to many children alone, but also received assistance from 
her own mother. Besides assisting in childbirth, Ante Afriyie has been doing farming but 
only for the purposes of her own family. She has stopped taking care of deliveries for 
about one year ago. Even during the last years when she was working, many customers 
were coming to her. She has assisted many of her grandchildren to give birth. She lives 
in a family house with some of her children and grandchildren, and many of the family 
members live within the same neighborhood or town. She has never been to school or any 
other formal training. She was offered a job contract from a government hospital “a long 
time ago”, but she refused, thinking that she was already too old. If she would have 
accepted the job offer, the hospital would have provided her with some training. Ante 
Afriyie also helps children who are “not feeling well” by giving them herbal medicines. 
But that is only a small part of her work. She cannot tell exactly how many customers she 
used to have in a week, month or year, because it varied. She sometimes rejects the gifts 
the customers want to give her, telling that she is doing the work for God. 
 
NANA YAA 
Nana Yaa is 67 years old. She says she has stopped taking care of home births three years 
ago because of the policy that prohibits midwives without formal training from working. 
Before, on a busy day, she could help even up to four women to give birth. She has never 
been to school, but she has got a three-month traditional birth attendant (TBA) training. 
She is a herbalist and she is still taking care of other patients, such as people with mental 
health problems but also many other types of conditions. She is taking care of her patients 
with herbal medicines. She became a midwife also “naturally”: God gave her the skills, 
she explains. Her mother was doing the same job, but because she didn’t live with her 
mother, there was nobody who would have taught her the work. She has 10 children of 
her own, all of them born at home. In her two first births, someone was helping her, but 
the last eight children she decided to give birth alone, locking herself in her own room, 
she explains. She had strength and confidence so that she could manage the deliveries 
alone and was not afraid of anything. After those experiences, she thought: “If I can give 
birth alone, why can’t I help other people?” That thought drove her to start working as a 
midwife. The place where she lives and works is an interesting compound, where different 
kinds of medial traditions are practiced at the same time. Nana Yaa’s family owns a 
biomedical hospital and Nana Yaa lives in the same compound with that hospital. The 




Madam Afua is more than 90 years old but doesn’t know her exact age. She has never 
been to school or any other formal training. Apart from that, she has not been treating 
other patients, and she does not take care of women during pregnancy either. She does 
not use herbal medicines in her practice. She has also been farming for the demands of 
her own family. When still working as a midwife, she helped at least in one childbirth 
every two weeks. She has stopped doing the work for four years ago because of the current 
government policy prohibiting her practice but also due to old age. She learned the work 
from her own mother, following the mother everywhere she went to assist in deliveries. 
She has twelve children herself. She has been teaching the work to one of her daughters 
who was supposed to become a midwife too, but because of the current policy the 
daughter cannot practice the work either and never started to work independently. Madam 
Afua strictly states that she does not have anything to do with spiritual or traditional 
beliefs and practices beause she is a true Christian. She took care of deliveries mainly in 
her own house. 
 
Maa Abenaa and Maa Gristy will be presented next. Maa Abenaa and Maa Gristy have 
many similarities together, and the way they work is different in many ways compared to 
the work of Ante Afriyie, Nana Yaa and Madam Afua. Some features that Maa Abenaa 
and Maa Gristy share are that they have been many years in school and their way of 
working seems to resemble in many aspects the work that is done in hospitals. Although, 
many things make their work be also very different compared to the care given in 
hospitals. Moreover, Maa Gristy is a herbalist while Maa Abenaa wants to make clear 
that she does not have anything to do with herbalism. 
  
MAA ABENAA 
Maa Abenaa is 59 years old and has been taking care of deliveries for 25 years. She is 
still practicing her work and has built a room which resembles a maternity home in her 
own house. The room is quite big and very cosy with a few beds for her patients. Maa 
Abenaa has many instruments and items typical for health facilities to be used during 
delivery, such as bowls, scissors and tongs. The bed where women give birth has curtains 
around and a big bowl for the placenta. Maa Abenaa has an own bed in the room also so 
that she can sleep in the same room with her patients, being with them throughout the 
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birth process. The deliveries happen in this room, but if someone is on the way and needs 
help at the roadside, she will go and help. She has five children of her own, all born at 
home. She has completed high school. When young, she saw some grandmothers helping 
other women in childbirth, and she started to work as a midwife after an experience when 
a woman started to give birth in a bus, and she was the only one bold enough to approach 
the woman and help her. Before she was working in a maternity home in the formal sector 
of health care, and she has also received traditional birth attendant training. But she is not 
a registered nurse or midwife, and now she works on a low profile because of being afraid 
of getting into trouble due to the current policy regulating the practice of all midwives 
who have not been formally trained and registered. Apart form taking care of deliveries, 
Maa Abenaa gives also pregnancy related consultations. She does not have any other 
occupation. Some customers come to her to ask for advice how to get pregnant or to 
confirm a pregnancy. But she doesn’t help with any problems like that but refers the 
women to a health facility instead. After confirming the pregnancy, she can be consulted 
in pregnancy related issues such as hygiene and how to prepare for the delivery. She does 
not treat any other kinds of patients, and she does not use any herbal medicines in her 
practice. She has strict policies concerning which women she accepts as her patients: she 
measures the women’s blood pressure and temperature, and if they are high, she sends 
the women to a hospital to give birth. Apart from this, she does not accept women who 
have not given birth before as her customers. In this way, her work can be dscribed as 
very professional: she is very aware of the possible risks during childbirth. 
 
MAA GRISTY 
Maa Gristy is 58 years old. She is still working as a home midwife. She is a registered 
midwife with an official certificate, which makes her different compared all the other 
midwives in this respect. Despite of this, a decision was made to include her in this 
research because the way she works resembles the way other home midwives work in 
many ways: she works only with home births currently, and she is also a herbalist, 
combining herbal treatments in her midwifery practice. According to her, she is known 
of giving good care to her patients, and many women turn to her because they trust her 
and have heard her name. 
 
Maa Gristy has worked in different maternity homes and health facilities for at least for 
fourteen years. She wanted to quit her work at a health facility because the salary was not 
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good enough and started to practice from home instead. At that time, “they registered me 
as midwife, at any place of Ghana”, she explains, so that she could be working 
independently as a midwife in any place. Nowadays she takes care of about twenty home 
deliveries per year. There is also another midwife in her town who still assist in home 
deliveries. They do not work together even though they sometimes meet for a chat. 
 
Maa Gristy has been to school for nine years and started her career by working as a class 
teacher. But the 1980s she got to know “a white man who was looking for people to be 
trained in a hospital to become nurses”. She started her nursing training from the hospital 
emergency care, but she could not look at all the people who had had traffic accidents 
with severe injuries and who were shouting in pain, so she was sent out from the operation 
theatre to learn midwifery instead. She has been also farming cassava. 
 
 
Medical landscape of childbirth in Ashanti Region 
 
Ashanti Region is an area with both urban and rural surroundings. The medical landscape 
related to childbirth is thus very different in different types of localities: in urban and 
semi-urban areas there are often health facilities of different sizes near today, and the 
practice of midwives who do not have a formal training is prohibited or strongly 
regulated. In rural areas home birth is sometimes practically the only option and midwives 
who take care of home births are still very much needed.  
 
In the towns where the fieldwork for this research was conducted, childbirth is seen as an 
event including many risks by many young people today. This has made more and more 
women want a facility birth rather than a home birth. In contrast to this, elderly women 
do not talk about the possible risks of childbirth much: they describe childbirth usually as 
an easy and simple event, except for the occasional challenges to make the placenta to be 
born, for instance. Most of the elderly women have given birth at home with the help of 
a family member, relative or a midwife who does not have a formal training. 
 
All the midwives interviewed for this research regard home birth as safe and report 
women coming and giving birth very easily: “they give birth very peacefully”, Ante 
Afriyie explains. All the midwives tell that nobody has ever died in their hands (except 
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for some individual, rare cases when the baby presented the leg first or was severely 
handicapped, for example). Home midwives reporting that nobody has ever died in the 
hands has been documented by other studies as well, see for example Kaufert and O’Neil 
(1993, 48). The narrative of childbirth as a safe and natural event has also been widely 
documented (e.g. Kaufert and O’Neil 1993; Biesele 1997). All the midwives report never 
having difficult cases when they would have had to transfer a laboring woman to a 
hospital because of some complicated situation after having made the decision in the first 
place to assist her. All of them have methods and practices to decide whether they agree 
to assist a woman at home or whether they send her to a hospital. 
 
Younger women’s way of talking about birth varies more, and the most common opinion 
among younger population is that home birth is dangerous while facility birth is safe. 
Home birth with the help of midwives who do not have formal training in nursing or 
midwifery is generally perceived as dangerous in semi-urban areas in Ashanti Region. 
Those midwives are generally considered not having knowledge on birth process, because 
they lack formal education: “Because the one receiving the baby doesn’t have (enough 
knowledge), all she knows is that when your time is due, you have to push and the baby 
comes out.” (Khadija). The main risks attached to home deliveries by the majority of 
people are, among others, bleeding and other complications, placenta not coming out, 
ruptures, and premature births. Most women interviewed mention that some of the biggest 
problems with home midwives is that they cannot manage these situations: they don’t 
know how to suture ruptures (and if they did, it would not be hygienic), they don’t know 
how to monitor the progress of labour well, they have unhygienic environment and 
practices, and they don’t have orthodox medicines to stop bleeding after birth. Due to 
these reasons, most of the women in the localities the fieldwork was conducted do not 
want to give birth at home anymore. 
 
 
Regulating and prohibiting the practice of midwives without formal education 
 
The hospital workers interviewed for this research explain that the Ghanaian National 
Health Insurance Scheme (NHIS) has reduced the costs of facility births in Ghana, which 
makes giving birth in a hospital a true option financially for almost all the women 
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nowadays. However, how the insurance system does not always work exactly how it is 
intended to function, and people still have to pay for some of the costs of facility births. 
 
There is a lot of health education on radio and TV on the risks of pregnancy and home 
births with midwives who do not have formal education to make women go to health 
facilities for pregnancy check-ups and for delivery. Khadija explains: 
…the government has educated people on television, on radio stations, in schools, 
in everything. If you want to be a midwife, you must be, you must have some form 
of education. --- Because now here, the education on radio and tv is very high. 
People don’t use to go to them (home midwives) as it was before. Because no one 
wants to die. At first the education was not much. And now the ministry of health 
has putting on much, so that will boost the woman to go to hospital. You see? 
When you have this free (free or low-cost facility birth), maybe some medicine is 
free to you, and Africa we want free. Africa, when it’s expensive the person will 
not come to you. But when it’s free --- they will just be rushing. And then the wife 
of the president too, Madam Rebecka Akufo-Addo, she’s also doing her best to 
enlighten the women to go to hospital when they are pregnant. 
 
The hospital workers interviewed for this research explain that a lot of education on the 
dangers of home births is going on. Some health facilities organize health education for 
people on different topics, and health care workers go to rural villages to educate people 
on health-related issues and the importance to seek care from the formal sector. 
 
Isaac and Beatrice explain that it was in 2013 when the government of Ghana prohibited 
to work of midwives without formal education in the areas this research was conducted. 
“It’s about five or six years ago,”, Isaac says and continues: “And still the government is 
on. --- It’s still going to warn them. If you make the delivery again.” 
 
The midwives who do not have formal education in nursing or midwifery are gradually 
fading out, and today they are few, Isaac explains. He mentions lack of education being 
one reason for the disappearance of the home midwives. According to Isaac, most women 
come to a health facility to give birth nowadays. Beatrice explains:  
I don’t think they are even more, for now they are no more. In Ghana here, unless 
you go to the rural areas. There you will get them. Because we have some area, 
you will walk about twelve kilometers before you come to the town you get a car. 
And then to the hospital. So, when the labor (starts), what will you do? Ahaa. So, 
if you have somebody at home, a family birth attendant, she will help you at home. 
After the delivery, she takes you back to the hospital, to see if everything is ok. 
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The impression from the hospital workers’ statements is that midwives who do not have 
formal training still have the government support in remote areas where there are not 
health facilities close enough, but that in some places they might still work in a grey zone 
and get problems because of that: their work is considered illegitimate, but some women 
still turn to their help. However, this seems to be quite rare nowadays. But, according to 
Beatrice, these midwives work secretly in some places, and that is why many of them 
would not want to be interviewed: 
That’s the reason why when you go there to make research, they don’t want to 
bring themselves to you. Because they are secret. They know, if the government 
heard it, they might get a problem. They will be held responsible. (Beatrice) 
 
This shows that many midwives who are not formally qualified probably still work in one 
way or another. Most probably informal cooperation between these midwives and health 
facilities still exist more than it is openly told. 
 
Including all five midwives – Ante Afriyie, Nana Yaa, Maa Afua, Maa Abenaa and Maa 
Gristy – in this study was a conscious choice, even though some of these midwives are 
very different from their educational background and also when it comes to their 
practices. Their way of working differs in many ways. The main common feature for all 
the midwives included in this research is that all of them take care of home deliveries, 
and, apart from Maa Gristy, do not have a formal education in nursing or midwifery. 
Because of this, Ante Afriyie, Nana Yaa and Madam Afua have had to quit working. 
Also, old age has affected the decision to quit for Ante Afriyie and Madam Afua. Madam 
Afua would have continued to teach her daughter who would have continued the job but 
in this situation cannot. Nana Yaa would still want to work as a midwife. Maa Abenaa 
continues her work despite of the threat of being reported and put in trouble. She tries to 
manage with this situation creatively. Maa Gristy is a unique practitioner because she is 
a registered midwife, a certified herbalist, has worked in health facilities before and is 
currently collaborating closely with the formal health care sector. 
 
Midwifery practices and care at homes and in health facilities  
 
Next, this thesis proceeds to analyze the roles the midwives have in their communities. 
The research question to be answered in this analysis chapter is: 
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What kinds of good caring practices do midwives who take care of home births have and 
how does this affect their role and position in maternity care services in semi-urban areas 
in Ashanti Region today? How does the facility birth culture affect women’s decisions to 
seek help from midwives who take care of home births? 
 
The argument of this analysis chapter is that one significant reason why midwives who 
assist in home births continue having multiple roles in their communities in semi-urban 
areas in Ashanti Region is that not all the women get always the care they need and the 
kind of care they want from the formal sector of health care, the health facilities. Some 
women still seek the help of the midwives who assist in home births because of being 
unsatisfied with the care they get in health facilities. Midwives who take care of home 
births provide women with good care, and this is a reason for some women to still seek 
their assistant. The data of this research clearly and strongly shows that this is one reason 
why midwives who assist in home births still have a role in maternity care in semi-urban 
areas in Ashanti Region despite of the current policy prohibiting or strongly regulating 
their practice. To prove the argument, mother’s perspectives are given space in this 
analysis chapter.  
 
One of the main results of this research is that even though women are encouraged to give 
birth in health facilities instead of homes in Ghana today, midwives who take care of 
deliveries at home continue to have a place in maternity health care services in semi-
urban areas in Ashanti Region. One of the reasons for this is that they give women holistic 
care, emotional support and presence throughout the birth process, which is sometimes in 
contrast with the care women get in some of the health facilities. This is discussed in this 
first analysis chapter. 
 
Theoretical frameworks used in this analysis chapter are Arthur Kleinman’s (e.g. 2008 & 
2017) theories on good care and caring practice, Brigitte Jordan’s (1997) theory on 
authoritative knowledge on childbirth, Michel Foucault’s (e.g. 1963, 1980) approach on 
the interconnectedness of knowledge and power, Robbie Davis-Floyd’s (2001) theory on 
technocratic and holistic birth cultures, and Emily Martin’s (1989) analogy between 
female body and a machine (see also Davis-Floyd 2001). Through these theories, the good 
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caring practices the midwives who take care of home births are analyzed as against the 
facility birth culture in some of the Ghanaian health facilities. 
 
The narratives of two mothers, Adwoa and Abina, will be presented later in this analysis 
chapter as examples of why some women seek maternity care services from other service 
providers than the formal sector of care such as midwives who take care of home births, 
or, in Abina’s case a herbal doctor. Before their examples, a mother called Khadija tells 
her opinions about the facility birth culture in Ghana and some ideas why some women 
don’t want to go to hospitals to deliver. Her accounts give hints to why home midwives 
still have a place in maternal health care services. 
 
After these mothers’ stories and experiences, midwives’ reflections on the reasons why 
women seek their help are presented in the second part of this chapter to provide evidence 
for the argument. The midwives’ accounts reveal many interesting and important aspects 
of the medical culture (Bierlich 2007) and medical landscape (Hsu 2008) related to 
childbirth in Ashanti Region and give some idea of why midwives who take care of home 
births still have multiple roles in their communities. 
 
In answering the question of why some women still prefer home births even though they 
could also choose a facility birth, and why midwives who take care of home births still 
have multiple roles in their communities, Arthur Kleinman’s (e.g. 2017, 2015, 2008) 
theories on good care and caregiving will be utilized. According to Kleinman (2015), 
caregiving is inadequately studied as an empirical phenomenon, and almost never directly 
addressed in evidence-based policy and programmes (2015, 240). That is why good care 
and caring practices related to childbirth assistance are given space in this study. The 
midwives’ practices will be analyzed from the perspective of Kleinman’s theories on 
good care and caring practice. 
 
Based on many discussions with people during the fieldwork as well as on literature 
within health care sciences, there are many elements in the Ghanaian facility birth culture 
that resemble the technocratic model of birth (Davis-Floyd 2001): The technocratic model 
of birth includes the following elements, among others: the separation of mind and body 
and seeing the body as a machine; seeing the patient as an object and alienation of 
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practitioner from patient; hierarchical organization; authority of the practitioner, and 
supervaluation of science and technology (Davis-Floyd 2001). 
 
The care is, of course, different in different health facilities: differences between public 
and private sectors can be big, and with money it is possible to get better care. It is 
important to remember not to generalize the care in health facilities, the same way the 
care given by midwives at homes varies and it has to be avoided romanticizing their 
practices unnecessarily. But, especially in crowded public hospitals, good, holistic (and 
also biomedical) care remains often un unrealized ideal. The treatment women get is 
reportedly bad sometimes. This is one of the reasons for some women to turn to the 
midwives who take care of home births even though practically all the women have a true 
possibility to choose a facility birth in the localities where this research was conducted. 
 
The way childbirth is medicalized varies hugely across the world and across historical 
periods. Although Ghanaian facility birth culture is not medicalized in the same way than 
in many other countries that utilize high technology and where cesarean birth rates are 
high, there are many elements in the Ghanaian facility birth culture that justify claiming 
it medicalized and technocratic in some respects. Women’s narratives on facility births 
are presented in this chapter to prove this argument. 
 
The accounts women and the midwives who take care of home births told in the 
interviews point clearly to the fact that the care women get during childbirth in health 
facilities is not always good and satisfactory. This gives women a practical reason to seek 
help from other service providers they trust and who give them emotional support and 
good care (see Kleinman 2017 about the importance of emotional support, presence and 
good care). Pregnant women can also seek help from herbalists if hospitals have not been 
able to provide treatments for their conditions. This is discussed also in the next analysis 
chapter that addresses medical pluralism more. Examples from the data presented in this 
chapter illustrate and justify the claims presented in this chapter. 
 
Facility birth culture in Ashanti Region: mothers’ perspectives 
 
When interviewing women about the best place of giving birth, most of them perceive 
health facilities as the safest option. The common opinion is that facility birth is safer than 
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home birth for various reasons, and that staff in the health facilities can manage possible 
complications better than the midwives who assist in home births. Generally, health 
facilities are perceived as more hygienic compared to homes which makes the 
environment better and safer for the baby. For example, at hospital there are beds; at home 
a woman might give birth on the floor, Khadija explains. 
 
Most of the women in Ashanti Region want to give birth in health facilities despite of the 
fact that the care and treatment they get varies. Many have adopted the idea of pregnancy 
and childbirth as risky events that need to be taken care of in health facilities. Most of the 
women do not criticize hospital practices straightaway. However, when “digging deeper”, 
some women start talking about what is wrong in the care they get in health facilities 
which gives more nuances to the discussion and reveal some of the reasons why some 
women still prefer to give birth at home with the help of midwives they know and trust, 
or, turn to the help of these midwives in other situations such as pregnancy-related 
conditions. 
 
Women also point to the differences between small clinics and bigger hospitals, as well 
as public and private sectors concerning the differences in terms of resources and quality 
of care: in big hospitals, there is “everything” and one does not need to be referred 
anywhere during labor or after birth, if something goes wrong, many women feel. 
Differences between health facilities are vast. Small health facilities do not have a 
cesarean section possibility, nor possibilities for blood transfusions in case of bleeding. 
Ambulances are not there, so referrals to bigger facilities are done with normal cars. Due 
to these reasons, many women who have the possibility to choose, often choose a bigger 
or a private health facility to give birth instead of a small clinic or a public hospital. 
 
Some informants argued that in private sector the care is better because the facilities are 
interested in customer satisfaction. From the women’s accounts, a conclusion is made that 
the quality of care varies between different health facilities and depends also on the 
patient’s social position and money (and possibly also personal relationships). Also Isaac, 
the head nurse of the private hospital, explains that one of the main differences between 
private and public sectors is the attitude towards customer satisfaction, and the ratio 
between staff members and patients. 
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In sum, women perceive health facilities generally as safer places to give birth than 
homes.  However, based on interviews with women and hospital staff, the resources to 
manage complications in small facilities are limited, and the public health facilities do 
not compete with giving good care for patients, since they have too many patients 
compared to the number of staff anyway. This describes the medical landscape (Hsu 
2008) around childbirth in Ghana. The interviews with mothers provide some hints why 
some women want to choose giving birth at home and seek help from a midwife they 
know and trust. 
 
Next, some stories of mothers will be presented as evidence for the argument of this 
chapter. Most mothers and other women simply state that facility birth is safer than home 
birth, and many do not have anything negative to say about giving birth in health facilities. 
One has to usually try and go a little deeper in the discussion to hear also some negative 
experiences. It gives the impression that women have accepted the idea that because of 
the safety of herself and her unborn baby, they just have to accept everything that is done 
in health facilities. 
 
One problematic issue in health facilities some women mention concerns birth position. 
Some explain that the only possible birth position in health facilities is lying on the back. 
Legs can be supported in stirrups. This position is called lithotomy position. According 
to Ruusuvuori (1992), the lithotomy position is a visible expression in medicalization 
discourse of the role of the midwife or doctor being emphasized at the expense of the  
birthing woman and the infant (se also Davis-Floyd 2001 on the technocratic model of 
birth). The most common birthing positions of lying on the back or half-sitting position  
are the easiest positions from the perspective of the person who is assisting in the birth, 
but not necessarily for the birthing woman or the unborn baby. (Ruusuvuori 1992, 7) 
 
Khadija’s descriptions make it clear that lying on the back can be the only possible 
position a woman is allowed to be in in health facilities: 
The usual position is, you will just lie down. Then open your legs. That’s the 
easiest. They will just lie you down. ---- So that she will just see. ---- And then 
you will deliver. That’s the main position that we have been delivering in Ghana 
here. That’s the position that they give us here. 
 
There are no other alternative birth positions, she continues explaining: 
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You don’t have a choice. That’s the position they will tell you to be. You see? So 
that they can just put the hands there. That’s the position. And then so that, when 
the placenta and everything is coming, it will not splash on people. 
 
Being able to choose one’s birth position might be among the reasons for some women 
to prefer home birth with a home midwife or even alone instead of a facility birth. When 
giving birth at home, a woman can choose her birth position. The practices between 
midwives who take care of home births vary, though: three of them use squatting or 
kneeling positions, two prefer the woman lying on her back. Interestingly, the ones who 
have been on a traditional birth attendant course (Nana Yaa and Maa Abenaa) prefer 
women lying on their backs. They learend in the TBA course that this is the best position 
to give birth.  How the possibility to choose one’s birth position affects women’s choice 
of the birth place should be studied as a part of research concerning women’s obstetric 
decision-making. 
 
Another negative experience that came up in the interviews was repeated vaginal 
examinations performed without integrity in health facilities. In health facilities around 
the world, vaginal examinations are usually considered the main method, or the only 
method, to monitor the progress of labour. However, performing vaginal examinations 
too often is not an evidence-based practice and it increases the risk of infection during 
labour which is a risk for the baby as well. Despite of this, vaginal examinations are often 
considered authoritative knowledge (see Jordan 1997) on the progress of labour: the only 
kind of knowledge that counts. Performed too often and on a routine basis, they are an 
element of medicalization of childbirth: medicalization implies, according to Quattrocchi 
(2019), that medical interventions are conducted on a routine basis or overused against 
evidence-based medicine. 
 
In fact, there are many other methods to gain information about the progress of labour. 
This is one example of midwifery knowledge that is often devalued. Instead of performing 
vaginal examinations too often, knowledge on the progress of labour can be gained for 
example through observing external signs in the woman. Maa Afua draws conclusions 
about the progress of labour this way: “I just watch the person and see the signs”, she 
explains. One of the signs is vomiting: when a woman vomits, she is going to give birth 
soon, she explains. There are plenty of other signs as well such as observing how the 
woman moves and how her voice changes. Maa Afua tells that she has never failed in 
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interpreting the progress of labour from external signs. This is one of many examples of 
how biomedical knowledge is considered legitimate and authoritative (Jordan 1997) and 
non-biomedical midwifery knowledge often as irrelevant. These kinds of detailed 
midwifery practices should be researched more to critically evaluate the practices 
performed in health facilities, not only the practices of midwives without a formal 
education. 
 
The data of this research shows that some women experience repeated vaginal 
examinations as negative and humiliating: “Yeah we are many so it’s fast fast. --- That’s 
what people don’t like. I for instance don’t like that. It’s very painful.”  (Khadija). Women 
being many and staff having to perform vaginal examinations fast for them all brings to 
mind the image of birth happening in an “assembly line” (Martin 1989), seeing the female 
body as a machine (Martin 1989; Davis-Floyd 2001). 
 
Not wanting to go through repeated vaginal examinations is one reason for some women 
to decide to stay home to give birth and go to a health facility for checkup only after the 
baby is born. Women might report that the baby was born so fast that there was no chance 
to come to a hospital, as Khadija explains: 
Sometimes too the person will just sit at home and say, I don’t want the nurses to 
put their hands under my vagina. --- Some will stay at home and see that the baby 
is coming before they go to hospital because they don’t want the nurse to put their 
hands inside, checking her checking her checking her, oh she doesn’t want it that 
way. 
 
Women cannot always choose what kinds of practices are done to them if they want to be 
attended at all during birth: 
We don’t have a choice than to allow them to do it. If you talk much, they will 
leave you behind --- and go to attend someone else. You see? So you have to keep 
quiet.” (Gives a slight laugh.) “Fifteen minutes, fifteen minutes. They will check 
you and see whether the place is enough for the baby to come out.” “When you 
get there you cannot run away. So you’ll be there, the students will come, the 
nurses will come, everybody will be checking. --- See? And you cannot close your 
legs. You have to open up. 
 
Women not having a choice than to allow the staff to perform interventions to their bodies 
and to comply silently clearly shows the authoritative position and knowledge (Jordan 
1997) of the health care workers over women. 
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The following direct quotations show that even though most women want to give birth in 
health facilities, the quality of care provided varies. Emotional support and giving time 
and presence is not in the center of care everywhere, as can be seen from Khadija’s 
accounts: “…you’ll be crying, maybe shouting here, and they will tell you that you are 
disturbing.”. This is clearly in contrast with what Kleinman (2017) argues about the 
importance of presence in good caring practice. Khadija continues by saying: 
And if you --- are shouting ‘Ai ai ai!’ they will tell you to ‘Keep quiet! There’s a 
lot of people here. Keep quiet and suffer. --- There are other women, they are also 
in pain. So no one shout. No one is there to pamper you. --- You will be delivering, 
and someone too will be delivering. So no one will come and stand around you 
and waste time. --- if you waste much time, she may leave you and go to another 
person. Because you are not willing to help yourself. That’s what she will tell you.  
 
Women do not always get good care and emotional support, as Khadija’s experience 
shows: 
You won’t be pampered! Yes. You won’t be pampered! That time is not time for 
pampering. They will tell you is not time for you to be pampered. All you need to 
do is push up. So try and keep quiet and use that energy to push it out. (Some 
laughing) 
 
What women can do is to “…maybe pray. Here we believe in prayers. So you’ll be there, 
‘Oh my God help me, Oh my God help me’. Yes. You keep quiet.”, Khadija says and adds: 
But when you shout, some will even try that they will cane you if you shout. --- 
Yes. Beating you. So that you are not ready to help them. --- Some will even pinch 
you. You see? They will pinch you like this. ‘Keep quiet and just listen to 
instructions.’ They will pinch you. They will not pamper you. Yes. 
 
These kinds of practices have been called obstetric violence in literature. Reports on 
obstetric violence happening in health facilities are numerous (e.g. Berry 2008; Moyer et 
al. 2014; Yevoo 2018). Maltreatment at the hands of providers at a health facility is an 
important additional barrier to giving birth in health facilities (Moyer et al. 2014).  
 
These accounts are clearly in contrast with the care the midwives who take care of home 
births give their patients. Maa Abenaa has heard many experiences from women about 
bad treatment in hospitals. Many women turn to her after going to a hospital first but 
being badly treated there. Her comment regarding the bad treatment from hospital staff is 
that “some people don’t understand what nursing should be like”. Still, she tries to 
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convince women that hospital birth is also good and to persuade them to go back there 
even if they feel they were not treated well: 
There was one woman who came to me and said: “I’m not going back to that 
hospital again.” Then I asked her what is the problem, and she said: “Because 
they are maltreating me. So, I have all my bags and everything and I’m not going 
back there again.” Then I asked her, didn’t you know me before going there? And 
she said no, somebody just told her. And since I don’t want anybody to die here 
in my hands, I told her to go back to where she started from and then the next time 
she can come back. I told her also that we have different personalities and different 
behavior because some people don’t know what nursing is really about, it just met 
them on the way. Nursing is really something that is gifted by God. 
 
This is clearly related to the good care and emotional support (Kleinman 2010 & 2015) 
women get from the midwives who assist them in home births. 
 
Also Maa Gristy explains that there are many women who prefer coming to her instead 
of going to a hospital. She has heard a lot of negative stories about the care and treatment 
in health facilities. Some women choose her after they have had a negative experience in 
giving birth in a hospital. Some of them have had for example a cesarean section and do 
not want that to happen anymore, Maa Gristy explains: 
That one is a lot (negative birth experiences in health facilities). Because some of 
them (pregnant or laboring women) if you tell them to go (to the hospital), they 
will say: “When I was there for the first time, they operated me.” So, when it 
happens like that, I don’t have a choice than to help them. 
 
After these narratives, I turn to analyze the facility birth culture in Ghana in the light of 
anthropological theories. The above narratives give a clear picture of a facility birth 
culture that is medicalized and technocratic in many ways and can be analyzed from 
Davis-Floyd’s (2001) and Emily Martin’s (1989) theoretical perspectives presented next. 
 
Davis-Floyd (2001) argues that birth is increasingly conducted under a set of beliefs, a 
paradigm, which Davis-Floyd (1993, 2001) calls the technocratic model of birth. The 
technocratic model of birth sees the female body mainly as a machine and separates mind 
from the body (Davis-Floyd 2001). The analogy between body and a machine has also 
been outlined by Emily Martin (1989). Martin argues that in the development of western 
thought and medicine, the body became to be regarded as a machine. In childbirth, female 
body and the uterus became to be regarded as “a machine”, and the doctor as the 
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technician or mechanic who “fixes” it. (Ibid. 54). According to Martin, the metaphor of 
the body as a machine continues to dominate medical practice in the 20th century, and it 
both underlies and accounts for the willingness to use technology in birth and to intervene 
in the birth process (ibid.). 
 
According to Khadija, in some facilities customers cannot report malpractices easily, and 
the staff is not held responsible: 
You see, you cannot fight with the government. When it’s in a government 
institution, they will tell you, the doctor has a certificate, this person has a 
certificate, so how far can you go to court? Individual, you cannot fight with the 
government. 
 
From this narrative, it can be interpreted that the staff in health facilities possess 
authoritative knowledge (Jordan 1997) over the laboring women and how their 
knowledge is linked with power (Foucault 1980 in Gordon 1980). 
 
Ghana Health Service (the agency responsible for implementation of national policies 
under the control of the Minister for Health in Ghana) (2007, 22-23) also mentions one 
of the key problems within the formal sector of healthcare in Ghana being that  
Users routinely complain of abusive and humiliating treatment by health 
providers. Long waiting time, high cost of care and illegal charges are commonly 
cited as reasons for dissatisfaction with public sector services. They have limited 
avenues to seek redress. 
 
Even though Khadija sees the obvious malpractice exercised in hospitals, she wants to 
give birth in a big hospital, because she feels that it’s safe and that ‘they have everything’, 
and she feels that the staff can manage possible complications. She has come to accept 
the technocratic birth culture including the authoritative knowledge of the staff because 
she thinks safety is the most important thing. 
 
This is in line with what Jordan (1997) argues: generally, people not only accept 
authoritative knowledge but also are actively and unselfconsciously engaged in its routine 
production and reproduction (Jordan 1997, 57-58). This can be seen in the way women, 
including Khadija, talk about how safe hospitals are, because they have ‘incubators for 
preterm babies’, ‘everything to manage complications’, and the staff can suture tears and 
knows hygienic practices, and how to monitor the progress of labour. The malpractices 
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and disrespectful treatment become something that just has to be accepted in the name of 
safety, and women reproduce this perception in their talk about health facilities as good 
and safe places to deliver despite of the negative practices. 
 
Apart from Khadija, another woman who even more straightforward told about negative 
hospital practices and what she does not like in them is called with the pseudonym 
Adwoa. She is 34 years old and has four children. She said bluntly that she will never go 
to a health facility to give birth, and that she wants Maa Gristy to help her at home instead. 
Maa Gristy is her family member. Adwoa has given birth to all her children at home with 
Maa Gristy’s help. Her experiences reveal some of the reasons why women might not 
want to go and give birth in health facilities. Adwoa says: “I wanted to give birth at home. 
It’s better than hospital. --- Because I will get good treatment from my mother. So why 
would I go to a hospital. I prefer staying home.” She has heard a lot of stories from many 
women who have given birth in health facilities, but the staff did not treat them nicely. 
She continues explaining: “They will be shouting at them. But my mom (Maa Gristy) 
would take time, treat me well.” In hospitals, “when you come and they say, give birth, 
and you don’t, they will leave you.” She means that the staff only attends women who are 
going to give birth very soon, and others have to wait without being attended. “At times 
they give you cane --- there’s one clinic where they will beat you”, she reports. This 
explanation shows that she wants good care and presence (see Kleinman 2017 about the 
importance of presence) from a person she trusts during childbirth which affected her 
choice to give birth at home with the help of Maa Gristy. 
 
Khadija’s and Adwoa’s accounts of not being able to affect the care they get and being 
left alone if shouting too much correlates with Berry’s findings of women ‘not being 
attended’ during birth in developing countries (Berry 2008). Powerlessness of patients to 
influence the treatment they receive reduces their trust in the quality of care, impacting 
negatively the decision to seek obstetric care at all (Berry 2008, 164). This can be seen 
also in Khadija’s earlier explanation about some women staying home intentionally until 
the baby is born and reporting to a health facility only after the birth, giving false 
information to the staff about the delivery having been so fast that she couldn’t make it 
in time. Giving false information to the health care providers has been documented also 
by Yevoo et al. (2018) in their study in Southern Ghana: mothers can give misinformation 
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about their medical and reproductive histories as strategies against healthcare providers’ 
domination and humiliation. 
 
These comments show the power structures and hierarchies integral to the hospital 
institution (see Foucault 1963) that can be present in health facilities in Ghana. The health 
care professionals claim the authority to tell laboring women what to do and which 
positions they have to be, and if they do not obey or are too noisy and “difficult”, they 
will be left alone or verbal or even physical violence can be utilized. The health care staff 
can in these kinds of situations be seen as using extreme power also by claiming to have 
‘true’ knowledge of subjects (Foucault 1980), here the laboring women, and of the birth 
process and women’s bodies (Martin 1989). This is called authoritative knowledge on 
childbirth (Jordan 1997). The knowledge of the professionals of the birth positions, for 
example, is considered the only legitimate knowledge, just because it counts, and 
women’s knowledge on which positions they would feel comfortable with does not count 
because it is not authoritative, legitimate knowledge (see Jordan 1997). Women are in an 
inferior position compared to the staff “managing” their births (Martin 1989), and how 
the health care workers relate to the laboring women can be described with Foucault’s 
(1963) notion of the “clinician’s gaze” that dominates. 
 
The dominant medical metaphors applied to women’s bodies in birth (and other 
situations) involve “a hierarchical system of centralized control organized for the 
purpose of efficient production and speed” (Martin 1989, 66). Martin draws an analogy 
between birth and industrial production (Martin 1989, 146). The narratives of the birth 
culture in crowded hospitals brings in mind an image of an assembly line, where women’s 
bodies and uteruses are like machines trying to push the “product”, the baby, out (Martin 
1989). 
 
The medical culture around facility birth in Ghana generally emphasizes the safety aspect, 
downplaying women’s experiences and emotional aspects. It has to be remembered all 
the time that this kind of argumentation does not concern all the health facilities and 
professionals of the formal sector. There are differences and variation between facilities 
and between professionals. Moreover, it has to be kept in mind that the 
nurse/midwife/doctor−patient ratio is low in Ghana which makes the work of the health 
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care professionals very demanding and often demoralizing, as the Ghana Health Service 
publication (2007) explicitly states. 
 
Women’s obstetric decision-making as well as their birth experiences in the formal sector 
in Ghana and other so-called developing countries has not been studied much yet. 
However, there is some research that lift up the malpractices in health facilities (see for 
example Moyer et al. 2014). Further research is needed about these topics. Imbalances in 
power and knowledge are central to women’s reluctance to seek out obstetric, biomedical 
care (Berry 2008, 165). This can be seen in Adwoa’s and Khadija’s accounts on some 
women not wanting to seek care from health facilities. 
 
Ghana Health Service (the agency responsible for implementation of national policies 
under the control of the Minister for Health in Ghana) (2007, 22-23) also mentions one 
of the key problems within the formal sector of healthcare in Ghana being that  
Users routinely complain of abusive and humiliating treatment by health 
providers. Long waiting time, high cost of care and illegal charges are commonly 
cited as reasons for dissatisfaction with public sector services. They have limited 
avenues to seek redress. 
 
 
Cross-referrals between health facilities and midwives who take care of home 
births 
 
As will be shown in the second analysis chapter as well, midwives who take care of home 
births refer patients to health facilities which is one form of cooperation between the 
formal sector of care and the folk domain, following Kleinman’s (1980) sector model of 
health care. But, the referrals happen also to the other direction, from health facilities to 
midwives who assist in home births. This will be discussed next to show that midwives 
who work from home still have multiple roles in their communities. 
 
Maa Gristy explains that sometimes women come to her after having been in a health 
facility but not getting all the help they need from there. Of course, being an officially 
registered midwife, Maa Gristy is in a different position compared to the other midwives. 
But, what is noteworthy in the following narrative is that health facilities refer some 
women to her to receive herbal treatments because they do not have all the means to help 
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women in particular situations. The following example is, however, only an anecdotal 
narrative, and more research would definitely be needed from the part of different parties: 
women, midwives and other herbalist, as well as formal sector health care professionals. 
 
Maa Gristy tells about a typical situation where health facilities refer patients to her. 
Referrals happen in situations when a pregnancy ultrasound is performed to a pregnant 
woman in a health facility but no fetus is found in the examination. This can happen for 
example in a situation of a blighted ovum pregnancy, also called anembryonic 
pregnancy.2 "There are plenty of them (these cases) in this town", Maa Gristy explains. 
In these kinds of cases, health facilities sometimes send women to Maa Gristy for her to 
give the women herbal medicines to help the possible fetus to “continue growing”, Maa 
Gristy explains. 
 
According to Maa Gristy, “Sometimes they (the hospital staff) will look for it (the fetus), 
but they find it very difficult to see where exactly the pregnancy is”, using ultrasound 
technology. She treats the women who come to her in these situations with herbal 
medicines. After the herbal treatments, she explains, the women give birth to healthy 
babies. She says: 
…in that case when the person goes to the hospital, the hospital people cannot 
help her in any way. So I always help those kind of people by giving them some 
sort of traditional medicine for the pregnancy to come out. --- I have been able to 
help a woman who is pregnant with twins to be able to deliver” (after the fetuses 
were not found in an ultrasound scan). 
 
This is related to herbalism and medical pluralism discussions that will be addressed more 




Maa Gristy’s account on women seeking help from her herbal treatments after a 
pregnancy ultrasound where no fetus was found is illustrated in a story of a woman called 
Abina, 36 years. Abina’s story is told here because her case resembles the cases Maa 
 
2 A blighted ovum, also called anembryonic pregnancy, occurs when a fertilized egg implants in the 
uterus but does not develop into an embryo. A woman might have a miscarriage, or the pregnancy might 
have to be terminated through medication or a surgical method called dilation and curettage (D&C) where 
the cervix is dilated and the contents of the uterus removed. (see for example Mitwally et al. 2018) 
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Gristy also treats with herbal medicines. I met Abina at the herbal doctor Ismael’s clinic 
with her 4-month-old baby. She is not Maa Gristy’s client, but due to lack of time in the 
field it was not possible to connect with Maa Gristy’s customers for interviews on this 
topic. That is why Abina’s story is told here as an example of women seeking help from 
herbalists after not getting the help they need or being disappointed with the care in health 
facilities. This is one reason why midwives and other practitioners who utilize herbal 
medicines have multiple roles in the medical culture in Ghana. 
 
What happened to Abina is a sad story how a normal pregnancy was terminated based on 
a false diagnosis made ultrasound technology in a hospital. Abina has had two false 
blighted ovum diagnoses at a private hospital. Her first pregnancy was terminated because 
it looked like there was no fetus in her womb. But while doing the surgical termination 
of the pregnancy, it was noticed that there actually had been a living fetus, she explains. 
After this experience she started seeking treatment from herbal medicines. She tells her 
story like this: 
I was seeking for the fruit of the womb. When I was three months into the 
marriage, I got pregnant. But when it’s about one and half (months), and I went 
to the hospital to check, to confirm the pregnancy --- they said, it’s a blighted 
ovum. Meaning, it has stopped growing. And in that case they have to remove it. 
I gave them the chance, I had a D&C (D&C refers to dilation and curettage, a 
surgical procedure to remove the contents of the uterus). --- It’s like abortion. 
They terminated the pregnancy. And in the process, when they were doing a D&C, 
or the abortion, they realized that it wasn’t a blighted ovum. There was a live baby, 
but due to the fact that they have opened up the womb, they had to finish it. So, 
my baby was taken away. M-hmmm. It took me about more than a year to 
conceive again. 
 
After she got pregnant again, the same thing was about to happen to her again, she tells:
  
I went to the hospital, and then, they told me to go for the (ultrasound) scan. When 
I went for the scan, they told me it’s a blighted ovum again. And it was almost 
eight weeks. I told myself no. --- So, I decided, then I will not go to hospital again. 
Cause I don’t know why this is happening to me. That is not once. That is the 
second time. So, I’m not going to allow them to touch me with a knife or whatever 
they use for the abortion. So, a friend showed me to this place. 
 
Abina continues by explaining the treatment she got at the herbal doctor Ismail’s clinic: 
I came here then explained to the doctor, we call him doctor, I explained to him 
and he started to give me medicine. (He said) that I shouldn’t go for hospital now, 
I should stay home for about a month. So, after a month, I went back to the hospital 
to check. They (Ismael) told me to go now (after) I’ve used the medicine for more 
than a month, for them to confirm whether it’s still there or it has aborted. 
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She explains about the herbal medicines she got from Ismael: 
It was some leaf, and then clay, the medicine you will mix with clay. You make a 
solution. And you be drinking them. And that was what I was taking. And for the 
fourth month, I went to hospital and checked, and this boy was there. That was 
when they (staff at the hospital) told me ‘Eyh, they were sorry,’ so if they had 
ordered me to come for the abortion, meaning they were going to kill another child 
of mine. 
 
According to Abina, the hospital apologized her, and after her case they decided to change 
their practice: they decided to wait for three months to confirm a pregnancy before 
making decisions whether the pregnancy has to be terminated or not. 
 
Abina started using herbal medications after this tragedy that happened to her. She 
explains using herbal medicines during pregnancy and giving birth to a healthy baby boy: 
“I told them I came in for a traditional medicine. --- clay, leaves and clay mixtures. I took 
it for two months and the baby was healthy. And the ninth month I had him, he was a 
healthy boy.” 
 
Abina gave birth at a private hospital, but a different one than the one that made her two 
blighted ovum diagnoses, because she decided not to go to the first hospital again. Now 
she comes to Ismail’s clinic to get herbal medicines for her baby, for example to treat the 
baby’s conditions: --- This medicine you add palm oil. And it will work. This medicine is 
the bark of a tree. Just like this. You ground it. --- There are so many medicines. So many. 
She concludes: 
There are so many stories. People love to share. It’s quite unfortunate that maybe 
they are not around to tell theirs. But for mine, this is my story. I have a healthy 
baby boy. --- So really I’ve suffered. He has wiped my tears of my worries. Thanks 
to the doctor. He has really helped me a lot. 
 
Seeking care from the formal sector as well as from the folk sector of care an example of 
medical pluralism in Ghana. This will be analyzed more in the next chapter. Women go 
to an ultrasound examination in the formal sector, but, after that, and besides that, some 
women consult midwives (or other folk practitioners) on herbal treatments as well. They 
do it either on their own, but health facilities can also send women to herbalists for 
consultations and treatment. 
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The conclusion of this chapter is that midwives who assist in home births still have roles 
because the care women get in health facilities is not always satisfactory and good. Some 
women still turn to the midwives who assist in home births because the childbirth 
assistance in health facilities has many elements from a technocratic birth culture, while 
women still want emotional support and holistic care during childbirth from a person they 
trust. This affects their choice of the birthplace and who they want to have assistance 
from. 
 
This chapter has shown the mothers as pragmatic, rational users of medicine (see Bierlich 
2007) when making decisions on the birthplace and birth assistance. Some conclusions 
drawn from these accounts is that midwives who do not have a formal education – and 
herbal doctors - have a role in providing services in the form of herbal treatments for 
women who have not been satisfied with the care they have got within the formal health 
care sector. Khadija tells about malpractice in health facilities. Abina’s story and Maa 
Gristy’s client’s accounts show how formal sector of health care with modern ultrasound 
technology might sometimes make false diagnoses which can have even harmful 
consequencies in the form of terminating normal pregnancies. Positive outcomes of using 
herbal treatments are a sign of their efficacy for their users, which makes people trust 
herbal medicines and turn to midwives or other herbalists instead of, or in addition to, the 
care they get in health facilities. 
 
Health facilities do not always have means to treat all conditions and that is one reason 
for women to turn to home midwives for herbal treatments. Usually women continue also 
going to the hospital for check-ups, which is a feature typical for medical pluralism. 
 
Biomedical technology can sometimes be authoritative knowledge (see Jordan 1997 on 
authoritative knowledge) because it can also do harm, as happened to Abina. Further 
research on the usage of technology during pregnancy is needed. Maa Gristy tells that 
there are plenty of women in her town who have got a blighted ovum diagnosis and are 
sent to her for herbal treatments, which shows the pluralistic culture around maternity 
care in Ghana. 
 
I have argued that authoritative knowledge on childbirth plays a part in defining the role 
of the midwives who assist in home births in Ashanti Region and in delegitimizing all 
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their knowledge, although the criticism towards their practices and home births in general 
is also very understandable. Authoritative knowledge on childbirth functions as a way to 
marginalize all the knowledge on childbirth of the midwives who assist in home births, 
without further considering the details of every practice, or, on the other hand, critically 
examining the hospital birth practices. In this way, knowledge is linked to power: it is 
used as a form of power to delegitimize midwives who do not have a formal education, 
and, on the other hand, to legitimize all practices of health facilities without critically 
evaluating them. This is justified by the safety paradigm (facility birth is safe, home birth 
is dangerous), but, as I argue, the issue is more complex, since the midwives interviewed 
for this research have also a lot of valuable knowledge on childbirth and good practices. 
It has to be remembered also that health facilities do not have all the biomedical means 
to manage complications in their use. 
 
 
Good care: presence and emotional support in home births 
 
This other part of the first analysis chapter analyzes the midwives’ practice in the light of 
Kleinman’s theories on good care and caring practice and combines the care given at 
home births with the (lack of) care in some health facilities during birth. 
 
All the midwives who assist in home births consider presence throughout the whole birth 
process and good care as important to laboring women which is, according to them, one 
of the main reasons why women still seek their help. All the midwives report staying with 
the woman throughout the birth process and not leaving her alone. If needed, they can go 
to the woman’s house and stay and sleep there until she delivers. Ante Afriyie can 
sometimes even sleep in the same bed with a woman whose labor can start at any minute. 
Ante Afriyie describes her attitude or ideology behind her work: “For me I always say 
every woman is my daughter, and if you are a woman, and it’s about the time for you to 
deliver a baby, if I have to help, I will help.” She continues: “When you come here, the 
way I will treat you, you will be able to deliver the baby peacefully.” 
 
This shows clearly the important role of presence in the midwives’ practice. Presence is 
a key element of caregiving, according to Kleinman (2017, 2466). Presence means “the 
intensity of interacting with another human being that animates being there for, and with, 
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that person.” As Kleinman continues, we know presence by its absence. (Kleinman 2017, 
p. 2466). It can be argued that presence is not always an element of birth assistance in 
health facilities in Ghana. But presence is one of the key elements of the work of the 
midwives interviewed in this study. For example, Maa Gristy explains how she can be 
walking around with the laboring woman, holding her arms and supporting her. These 
elements are part of the good care the midwives give to their clients. The midwives have 
all their time to be present throughout the whole birth process. 
 
Kleinman argues that the balance between science/technology and caregiving has shifted 
towards science and technology only, and that caregiving is a pale shadow only 
(Kleinman 2008, 22). This can be clearly seen in the way women are sometimes treated 
in health facilities in Ghana, according to the mothers Khadija and Adwoa interviewed 
for this research. 
 
Being with the woman throughout the whole birth process is visible when observing Maa 
Abenaa’s maternity home, and from what she explains about the way she works: she has 
her own bed in the same room with her patients so that she can be present all the time by 
even sleeping in the same room with the women before and after birth. This way she is 
giving emotional support and time for her patients. 
 
The time and presence (about the meaning of presence in caregiving, see Kleinman 2017) 
Maa Abenaa gives to her patients seems to be a very important factor when the customers 
choose to give birth with her help. Maa Abenaa explains: 
And one more thing about me, I always have time for my patients. I sit beside 
them for the whole time they are here. And their family members just come and 
see them for a few seconds and go. Because I always have time with them, I 
always have to talk to them calmly and tell them hey, delivering a baby is not an 
easy thing. You just have to be strong because that is how God made us the 
women. And I know in the meantime you will come out of it. 
 
Giving good care continues also after the birth in many midwives’ work. Almost all the 
midwives report that they can visit the mother and baby after birth during the puerperium 
time for example to bath the baby, to instruct how to take care of the cord, and to check 
that the mother and baby are doing well and to see if breastfeeding is going well. Maa 
Gristy can visit the mother and baby for even during a period of several weeks. While 
still assisting in births, Nana Yaa visited her clients for about one week after birth to check 
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the baby, bath the baby, and especially see that the navel is healing properly. “Before, 
when we used to have women delivering at home, after that, when you cut the placenta, 
you have to ---- take care of the child and bath the child for one week. Until the navel will 
be quite okey”, Nana Yaa explains. She continues: “Only after one week the mother has 
to start fully taking care of the baby by herself. But in the hospital, you would have to go 
straight home after delivery.” She means that when she was taking care of deliveries, her 
clients got more services also after the birth compared to how it is when a woman gives 
birth in a hospital. However, all the midwives have different practices, and not all of them 
visit their patients after birth on a regular basis.   
 
The relationship between patient (and family) and caregiver is one central topic in 
Kleinman’s theories on good caring practice. Kleinman (2013) points to the 
anthropological model of reciprocal exchange as an essential part of caregiving and 
patient-caregiver relationship, as opposed to care based only on pure biomedical science 
and markets (2013, 1377): 
The anthropological perspective suggests that care resembles gift exchange 
between individuals whose relationship to each other really matters. Stories and 
meanings are exchanged, but also the raw experience of responsibility and 
emotional sensibility. Over time, caregiving changes the moral life of both 
caregiver and care receiver. Ultimately, caregiving is about doing good for others, 
and doing good in the world, as naive as it may sound, is what medicine is really 
about. That’s what draws people to its practice, even if it’s also about technology, 
biomedical science, and markets. (Kleinman 2013, 1377) 
 
The personal relationship between the midwife and her patients, and good reputation and 
trust as a precondition for women to seek a particular midwive’s assistance stands out 
from the material and is significant in all the midwives’ work. Most of the midwives tell 
that many women want to be assisted by someone they know (personally) and can trust, 
and not from anybody else. Maa Gristy explains how one woman, when her labour started, 
stated: “if not this woman can help, then don’t call anybody”. Maa Gristy continues by 
saying that some women feel that because of the trust they have for her, they are even 
ready to die in her hands instead of going to a hospital to give birth as this quotation 
shows: 
Sometimes when the time is up, and I tell the person to go to a hospital, she refuses 
to go. And what comes out from her mouth is: “If you will assist me in delivery, 
and it comes to the point that I die, I will accept it rather than going to the hospital. 
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Maa Gristy emphasizes that she does not want to brag about her good reputation, but that 
the truth is that there are many women who want her to assist them in childbirth at home. 
She tells that when women come to weigh their children in the occasions she takes part 
together with the formal sector health workers, many mothers do not show up if they 
know she is not present. But when they know she will be there, more women will bring 
their children: “Listen to this carefully: I’m not bragging. Even this weighing (of the 
children) that we go, the day that I will not go, all the women will not come.” All these 
accounts reflect Kleinman’s theory on caregiving as gift-exchange between people whose 
relationship to each other really matters as well as emotional sensibility as an important 
element of caregiving (Kleinman 2013, 1377). 
 
Maa Gristy feels also an obligation to assist women who approach her and want her help: 
…when a young lady calls you, you can’t say no. Because all the old and the 
mature ones (other midwives who assist in home births) have quit working, so I 
have to help her out by giving her medicine and so on. 
 
Her dedication for and attitude towards the work can be seen when she says: “I am doing 
this with God almighty. All mighty to God.” 
 
Nana Yaa feels that women’s reasons to come to her are the encouragement she gives for 
the women and her belief in the women’s ability to give birth easily. This makes the 
women trust her and feel comfortable in her hands. She feels that she is able to calm the 
women down and believe in themselves. She says: 
Giving birth is not so easy. So, the one who is coming to give birth, how she 
believes in herself, mostly is like she can die, or she can live, so it’s you, the 
woman assisting the birth, you have to always encourage her to calm down and 
make her know that she will give birth very soon. --- And I don’t fear any evil, so 
I always take the fear out from them, and I also pray. 
 
Elements such as trust, emotional support, good care and the importance of good 
reputation of the caregiver are seen in this quotation. The way all the midwives give time, 
presence and encouragement to the laboring women, as well as the importance of trust 
between the midwife and her clients, is in line with what Kleinman (2015) writes about 
the quality of care and caregiving: the quality of care for both the receiver and the 
caregiver is about communication, respect, presence, emotional support, and moral 
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solidarity, as much as it is professional competency, services performed, and time spent 
(Kleinman 2015, 240). 
 
Maa Abenaa continues to describe what she thinks good birth assistance is about and why 
some women prefer her rather than a hospital. The element of good care is clearly seen in 
this explanation why women want to give birth with Maa Abenaa’s help: 
What I know for sure is that giving birth is always being patient, so the women 
who come to give birth here need to be more peaceful, you try to take good care 
of them, calm them down, make their mind relax that they are home. But where 
they are coming from, they always complain that they don’t like the place. --- 
They feel like they don’t want to go (to a hospital) because of the good treatment 
I have been giving them here. 
 
As part of the care Maa Abenaa also gives food to the women. Giving food can be seen 
as part of good care. Maa Abenaa gives the woman mashed kenkey (fermented maize 
dumplings) to eat when she is in pain and feels like the baby is coming out soon. Maa 
Abenaa says eating kenkey will speed up the delivery: 
And sometimes when they feel the contractions, they ask: “Mom, I want to give 
birth.” But to my knowledge sometimes that is not the way. So, I have this mashed 
kenkey in the fridge which is so cold, so when I realize the time is near, I will just 
try to force them to drink this mashed kenkey, everything. And as soon as they 
finished drinking it, then the baby will start to come straight away. 
 
According to Kleinman, the greatest challenge of modern medical practice might be to 
find a way to keep caregiving central to healthcare (2013, 1377). This is also the challenge 
in Ghana, where the current aim and policy is to get all (or at least most) women to give 
birth in a facility setting. In the context of an enormous lack of formally trained skilled 
attendants, including good care in the practice remains a challenge. 
  
 61 
Midwives crossing boundaries 
 
In this chapter, the role and place of midwives who take care of home births in Ashanti 
Region is analyzed through Arthur Kleinman’s (1978, 1980) sector model of health care. 
Kleinman’s analytical model is used as the main theoretical framework to discuss how 
the midwives have been crossing the borders of the sectors of health care.  
 
The research question to be answered in this chapter is: How are the midwives who take 
care of home births crossing the borders of different sectors of health care (formal, folk 
and family sector of health care), following Arthur Kleinman’s (1978, 1980) sector moder 
of health care? What does this tell about the role they have in maternity health care in 
Ashanti Region? 
 
Most often the work of midwives who do not have formal education in nursing or 
midwifery are defined as belonging to the folk sector of health care together with other 
“traditional medical practitioners”. However, this chapter argues that the reality is much 
more complex: midwives who take care of home births in Ashanti Region operate in a 
medical landscape (Hsu 2008) where the borders of formal, folk and family sectors 
overlap. The ambivalence of categories and definitions in birth assistance is shown in the 
ways these midwives cross borders of different sectors of health care, mostly the folk 
sector and the formal sector, as defined by Kleinman (1978, 1980). 
 
The analysis in this chapter shows the problematics of the categorization of all the 
midwives who take care of home births, or, who do not have a formal education, to the 
folk sector of care, as is usually done in the global health discussion on traditional birth 
attendants (discussed in the background and context chapter). The analysis will show the 
diversity of birth assistance before and still today. To show evidence for this argument, 
examples from the work of Nana Yaa and Maa Gristy will be presented. 
 
In his sector model of health care, Kleinman (1978, 1980) divides health care into three 






Health facilities with formally trained workers who have the legitimacy and authorization 
to practice their profession in local contexts - formal education that fulfills local 
requirements - belong to the professional arena. Midwives and nurses with formal 
education belong to the professional health sector in Ghana as well as in most parts of the 
world, since they are organized, formally authorized and regulated professions today. 
 
Locating birth attendance utilizing Kleinman’s (1978, 1980) sector model is not simple 
also because birth has belonged to the family sphere before, and it still does in many rural 
locations. Research conducted in rural areas of Ghana (Geurts 1997) has shown that even 
though most villages have had a person who is known of taking care of deliveries, actually 
most of the births have been assisted simply by a family member or a relative before. 
Many of these relatives have reportedly helped in numerous deliveries, so whether or not 
they can be called as home midwives (Geurts uses the term home midwives) is open to 
interpretation. (Geurts 1997, 5) 
 
Almost all the midwives who participated in this research have assisted in many of their 
daughters’, grand daughters’ and other relatives’ births, which shows the way childbirth 
belonged to the family domain before. Although, all the five midwives interviewed also 
report that most of the families in the towns they live did not have a person like this in 
their own family, but most often families consulted a person who is known of being a 
midwife, assisting women of other families. This can be interpreted that childbirth 
assistance belonged also to the folk sector, if we consider these midwives as “folk 
practitioners”. However, the stories how women helped their own family members in 
childbirth before fits together with Kleinman’s (1978, 1980), argument that most medical 
decisions are made in the popular domain (Kleinman 1978, 86; Kleinman 1980, 50). 
 
 
Cooperation with the formal sector of health care  
 
Next, the analysis will proceed to show how the formal and folk sector of care have been 
overlapping in Ghana when it comes to birth assistance. 
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Three of the midwives interviewed for this research – Nana Yaa, Maa Abenaa and Maa 
Gristy – have been working in the formal sector of health care before. Also Ante Afriyie 
was offered work in hospital in a district capital town “long time ago”, because the 
hospital staff had heard her good name and reputation and the way she has been 
successfully helped in numerous births. But due to old age she refused the offer. She 
explains: 
Look, they (workers from a hospital) used to come here for weighing (babies and 
small children) --- and then they asked the women: who is taking very good care 
of this child? Then she said, it is the grandmother. --- Then they asked me, and I 
said I have helped a lot of women to deliver their babies. --- And they wrote to me 
if I could come and help them in delivering of babies at their hospital. ---- They 
wanted me to go and work in Xxxxxxx (a name of a big town) as midwife. --- But 
I told them that I am old now, and I cannot do that. 
 
All the midwives refer patients to health facilities when they consider a facility birth safer 
than home birth due to certain risk factors. This can be done for different reasons: a 
woman comes to seek help from a home midwife but after making an evaluation of the 
woman’s condition and possible risks, the midwife makes a decision about taking care of 
the delivery at home herself or about sending the woman to a health facility. The policies 
of this vary between the midwives. All the midwives say that obstetric emergencies are 
extremely rare. The midwives refer women to health facilities also for ultrasound 
examinations to “confirm the pregnancy” or to check that “everything is ok”. 
 
Maa Gristy is a registered midwife, and Maa Abenaa can be said to locate somewhere in 
a “boundary zone”, not having a formal education in nursing or midwifery but having 
worked in maternity home before and now having built an own maternity home in her 
house. The boundaries of the different sectors of health care when it comes to birth 
assistance are changing over time, and the midwives interviewed for this research have 
been crossing the boundaries in many ways and are still crossing them to some extent. 
Davis-Floyd et al. (2001) criticize the fact how definitions of “midwife” usually limit the 
term to only those who have graduated from formal educational programs approved by 
their governments. This can be applied to Maa Abenaa’s situation: having worked in an 
official maternity home before for a long time, and having so many elements of 
professional midwifery in her practice (she has strict, medical policies to decide who to 
refer to hospitals), it is a pity is a midwife like her is not allowed to work anymore but 
has to be afraid of people reporting her.  
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Maa Gristy takes care of deliveries at home, and she works in close contact with the 
hospitals in her area. She works in collaboration with a district hospital and explains that 
the staff there trusts her. “I can work at any place in Ghana. In hospital they know me. 
Gee (Komfo Anokye Teaching Hospital in Kumasi) knows me. Government hospital they 
know me. I’m not small.”  This shows the trust she has and her good reputation. 
 
She is taking part in health care check-ups for babies and small children, together with 
the hospital workers she is collaborating with. 
 
Despite of being an officially registered midwife, she is also herbalist. She shows old 
pictures from a herbalists’ conference she attended. Apart from this, she has been to a 
traditional birth attendant course and has a certificate of that as well. Besides that, she is 
formally qualified as a “Complementary Healthcare Assistant”, having a certificate from 
the Ministry of Health Traditional Medicine Practice Council. She presents all her 
certificates, repeating several times: “I’m not a secret woman.” Certificates are important 
to her, showing that she is legitimate health worker and is officially allowed to practice 
midwifery and herbalism as well. 
 
Maa Gristy gives a monthly report on the home deliveries she has assisted in to a 
government hospital in the district capital town: “Every month, they (people from the 
hospital in the district capital town) come for a report about how many people I have 
been assisting in delivery. And then they take it back in Xxxxxxx (the district capital 
town).” She has documented all the births she has taken care of since 1990 as she has 
been instructed to do by the health authorities. She has a notebook called “Community 
Register for Vital Health Events in Ghana” where she documents the main details of every 
childbirth. 
 
Maa Gristy considers that she likes working in hospitals, but the problem is that they 
don’t pay her well: “They even told me to come and work with them, and they even came 
with a uniform, and then they have renewed my certificate three times. But the salary they 




This description of Maa Gristy’s practice shows how difficult it is to define all the 
midwives to belong either to the formal sector of care or folk sector. Being a registered 
midwife, she can be said to represent the formal sector, but her utilization on herbal 
medicines would make her to be categorized as a folk practitioner as well. 
 
Both Maa Gristy’s and Maa Abenaa’s practice shows the ambivalence of categories of 
any kind. As Langwick (2011) has argued, “traditional birth attendants” trouble any easy 




NANA YAA’S HOSPITAL COMPOUND 
The place where Nana Yaa lives and works will be presented here as an example of how 
the sectors of health care overlap and have done even more so in the past. The way she 
works, and the place she works and lives in, is a very interesting example of how 
midwives have been crossing borders of health care sectors as outlined by Kleinman 
(1978, 1980), and, on the other hand, is a perfect example of Ghanaian pluralistic medical 
culture. 
 
Nana Yaa’s work will be described and analyzed separately because there are so many 
elements in her work that make her practice very unique compared to any other of the 
midwives presented in this research.  
 
The place where she lives and works is a compound were different therapeutic traditions 
exist side by side. The compound is an example of Ghanaian medical pluralism and how 
different sectors of health care (formal, folk and family sectors) overlap and interact (see 
Kleinman’s sector model 1978, 1980). The compound itself should be a topic for a 
completely separate research: a wide variety of different elements are combined in a way 
that would deserve a comprehensive analysis. However, the compound is used here to 
locate and describe childbirth assistance in Ghana before and today. It is an example of a 
place where women could give birth having access to the services of both Nana Yaa and 
also formal health care workers from the hospital. This compound shows how hospitals 
and clinics had midwives like Nana Yaa working with them before, together with the 
formally trained hospital staff. Today it is not allowed anymore.  
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In the compound where Nana Yaa lives and works, members of the same family are 
practicing different medical traditions: midwifery, biomedicine, herbalism, and spiritual 
healing through traditional gods. Patients can get treatment in all kinds of physical and 
mental conditions. Nana Yaa’s family owns a hospital that is built in connection with the 
compound. The hospital will be presented below. 
 
The compound consists of a big yard in the middle with one-story buildings with rooms 
bordering the yard on one side. Some rooms are used by family members and some are 
reserved for accommodating Nana Yaa’s and her brother’s patients. 
 
Nana Yaa’s brother is a spiritual healer who helps clients with different kinds of problems, 
also related to reproduction, for example to infertility. The brother heals patients 
spiritually ‘through gods’. The brother has got his skills ‘as a gift.’ He also has an 
apprentice, a young man who is learning spiritual healing while living at the compound 
with his family. Nana Yaa does not practice spiritual healing herself but refers patients to 
her brother, depending on what is thought to be the cause of certain condition. The whole 
compound could be actually analyzed from the perspective of different explanatory 
models (EMs) about the causes of sicknesses and the possible treatment alternatives (see 
for example Kleinman 1980, 104-118), but due to lack of space this will not be addressed 
more in this thesis. 
 
Many patients have heard about this place through personal contacts and can live at the 
compound while receiving herbal treatments from Nana Yaa and/or spiritual treatments 
from her brother. 
 
The family owned hospital that functions in connection with this compound is a private 
hospital. Nana Yaa, her brother and other family members rooms are situated at the 
backyard of the hospital. The hospital was grounded in 2005. It was the first one in the 
area formed by a few neighbouring towns. Nowadays there are five or six health centers 
within the town and the neighbouring towns, from which one is a government health 
center and the other ones are privately owned. There are 22 different staff members 
working in this hospital, and it is open every day 24 hours. The hospital follows treatment 
guidelines set by the World Health Organization. The hospital is a general hospital, taking 
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care of “all kinds of patients”, excluding major health problems and emergency cases. 
The hospital can give patients intravenous medication, but no blood transfusions. They 
do not perform cesarean sections. 
 
In 2018, the hospital took care of 197 deliveries, and a lot of antenatal and postnatal visits. 
Nana Yaa was working officially in the hospital as a midwife before, when it was still 
allowed for midwives without an official training to work in health facilities. When 
women came to give birth, she could be there before the nurses or the midwife came, and 
she says she was also training the nurses of the hospital in midwifery skills.  
 
The hospital paid her monthly salary. However, due to the current policy, it is not possible 
for Nana Yaa to work as a midwife in the hospital anymore. After it became forbidden to 
have midwives without formal training working in hospitals, this hospital recruited 
Beatrice to work as the head midwife, replacing Nana Yaa. Isaac explains that midwives 
who do not have formal education were working in hospitals together with hospital staff 
especially in the 1980s and 1990s. This continued even after that, until the government 
prohibited it finally about five or six years ago: 
…Before then we were using the family birth attendant, but for now the 
government doesn’t allow us to use it. Family birth attendants. That’s the reason 
why the midwife (Beatrice) is here to take care of the babies. ---- She (Nana Yaa) 
was working here before then. But the government brought the letter, they don’t 
want them here again. So, we need to let them out, and then a professional midwife 
to take her place. (Isaac) 
 
Nana Yaa explains that before “we were living like a family” with the hospital workers, 
and adds: “When the government brought the letter I was feeling very sad”. She means 
that the family got a letter that contained a message that all the midwives without formal 
education have to stop taking care of deliveries. Even though she has stopped taking care 
of childbirths, many pregnant women still come to her to seek for treatment. When a 
pregnant woman comes to her, she will ask her to go to a hospital for an ultrasound 
examination to determine the gestational age. After that she can treat the woman with 
herbal medicines if she is facing any problems during pregnancy. But for the birth itself, 
she sends the woman to a health facility nowadays.  According to her, many women 
would like her to assist them in their childbirth even today, but she has to tell them that 
she is not doing that work anymore. She feels sad not being allowed to take care of births 
anymore, because that was her main job. 
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Nana Yaa tells that women still come to her to seek advice. She asks the women about 
their health, and if it’s concerning pregnancy, she sends them to the hospital to confirm 
the pregnancy and that “everything is ok”. After that she can give them traditional 
medicine if needed. But she sends them to a hospital to give birth. Nana Yaa tells that 
during the last years when she was taking care of births, the number or customers 
increased significantly. She had a lot of women coming to her. Her reputation increased 
and people were coming even from a neighboring district. Nana Yaa feels that now that 
she has stopped the work, it is affecting their family’s hospital. The reason is, according 
to her, that many women don’t trust the hospital staff. She means that women would 
prefer coming to the hospital if they knew she is there also. 
 
Nana Yaa’s hospital compound can easily be analyzed through Kleinman’s sector model 
of health care. According to Kleinman, all the three sectors of health care overlap with 
each other and thus cannot be distinguished to form strictly bounded domains (Kleinman 
1980, 60): 
The structural components of health care systems – the three sectors introduced 
above – primarily interact because patients pass between them. The popular sector 
forms an undifferentiated matrix linking the more highly differentiated 
professional and folk sectors. The boundary lines between sectors function as 
points of entrance and exit for patients who follow the trajectories of their illnesses 
through the intricacies of the health care system. (Kleinman 1980, 60) 
 
The hospital compound Nana Yaa lives and works is a good example of how patients pass 
between the three different sectors of health care. The compound can be seen as a point 
of entrance and exit for patients who seek help for different kinds of health issues, and 
can get help in different kinds of situations, such as during pregnancy, childbirth and 
infertility problems, from the same place. 
 
Also Hsu (2008) describes the social processes, relatedness and movement across 
boundaries and argues that this movement is a central feature that the concept of medical 
landscapes implies: 
Rather than invoking a clearly bounded culture concept with a culturally adept 
healer in its center, the notion of medical landscapes implies social processes, 
relatedness, and movements between foregrounds and backgrounds, and across 
boundaries. It thus promises to provide a theoretical framing for future studies on 
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theme that until recently has remained central to medical anthropology, namely 
the study of medical pluralism. (Hsu 2008, 320) 
 
As said above, Nana Yaa’s compound is a good example of a place where medically 
pluralistic healing culture actualizes and where different medical traditions complement 
each other and can be used side by side without contradiction. It underlines the medically 
pluralistic landscape (Hsu 2008) of Ghana. The compound shows that despite the 
hegemonic, globalizing force of biomedicine, other therapeutical practices have not 
disappeared or been subsumed under biomedicine (Last 1986), and that the boundaries of 
different sectors of health care overlap (Kleinman 1978, 1980). This compound clearly 
illustrates Kleinman’s theory on how the sectors of health care overlap. It is also a place 
where all kinds of therapeutic traditions are used and combined, depending on the 
patients’ needs. The compound underlines clearly how in strongly medically pluralistic 
societies or communities, like in Ghana, many people use care from all the sectors. 
(Kleinman 1978, 1980) 
 
It also shows clearly how different kinds of medical practitioners operate between the 
formal sector, folk sector and family sector of health care, applying Kleinman’s (1980) 
health care sector model. The hospital represents the formal sector of health care, while 
Nana Yaa and her brother are practitioners who can be classified belonging into the folk 
domain, although participating in the organization and management of the hospital as 
elders of the family. Elements of family sector of health care are also visible in the 
structure of the compound: all healing traditions arise from the same family, and the 
members of the family consult each other when making decisions about correct treatment 
alternatives. 
 
Applying Kleinman’s (1978, 1980) sector model of health care, the conclusion made from 
the above description of Nana Yaa’s midwifery practice and hospital compound is that 
before, midwives like Nana Yaa were crossing the borders of formal health care sector 
and folk sector. This crossing of the boundaries still happens to some extent. Nana Yaa 
explains that she is still sometimes called to help in the hospital in difficult situations, for 
example to help to get the placenta out: “If it happens that the nurses are not able to help 
with the placenta, they send a message for me to go and help in that hospital.” This shows 
an interesting aspect about the cooperation between formal and folk sectors: midwives 
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who do not have formal training can still be called for help in health facilities if the staff 
there doesn’t not know what to do in difficult situations, such as when the placenta is not 
born easily. These midwives can have more experience to manage complicated situations 
such as getting the placenta out compared to formal health care staff if they are not that 
experienced yet. It can be assumed that this kind of cooperation still exist much more that 
what is openly told. Also Ante Afriyie tells that she remembers a case when she was asked 
for help from a hospital in a situation when the hospital staff could not help the placenta 
to be born after delivery: “There was a time they sent me to come to the hospital and help 
them with the placenta to come out because it was very difficult for the placenta to come 
out.” 
 
Langwick’s (2006, 148-149) argument about the expansion of biomedicine creating 
boundaries in health care suits well in analyzing for example Nana Yaa’s and Maa 
Abenaa’s situation. According to Langwick, the hospital marks the "physical boundary 
between biomedicine and the outside environment” (ibid. 150). This can be seen the way 
Nana Yaa is not allowed to work anymore, even though they were collaborating before 
with the staff in the hospital. If she was allowed, she could take care of deliveries at the 
backyard of the hospital or even inside it, together with formally trained health workers, 
which would make referrals easier. The way Maa Abenaa has to work on a low profile, 
because she is not officially registered as a nurse or midwife, can also be analyzed through 
Langwick’s (2006, 148-149) argument on the spread of biomedicine creating boundaries 
that are partly artificial. 
 
It is interesting to discuss how midwives move across different kinds of boundaries within 
health care. The thesis has aimed at outlining a picture of their work in the medical 
landscape of childbirth in Ashanti Region, trying to avoid stereotypical pictures of either 
“modern, biomedical midwifery” or “traditional, cultural birth assistance”, showing the 
ambivalence of these categories. 
 
 
Midwives in a medically pluralistic landscape 
 
Because there are elements of medical pluralism in especially Maa Gristy’s and Nana 
Yaa’s work, theories on medical pluralism will be discussed here. In a pluralistic medical 
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culture people seek care and treatments from different medical therapies without seeing 
it as contradictory. Their reasons for this varies (Kananoja 2018). (About health seeking 
behaviors in Ghana, see Crentsil 2001.) When thinking about how to analyze the practice 
of midwives who take care of home births from the perspective of medical pluralism 
theories, herbalism seemed to be the most obvious element where the medically 
pluralistic culture of Ghana becomes visible in these midwives’ work. 
 
Using herbal medicines is a common and widely known element of many home 
midwives’ practice. Midwives who take care of home births, in many studies referred to 
as traditional birth attendants, have often been classified under the category of herbalists, 
together with traditional healers (see for example Msonthi 1986, 100). Following 
Kleinman’s (1978, 1980) health care sector model, herbalism is usually located into the 
folk sector of health care. 
 
Some of the midwives who participated in this research use herbal medicines in their 
practice. Herbalism is also reported in many other studies of their roles (e.g. Msonthi 
1986, 99). But it has to be underlined that not all the midwives interviewed in this research 
use herbal medicines. Maa Gristy and Nana Yaa use herbal medicines a lot, Ante Afriyie 
only in some cases such as bleeding after birth and for children “who are not feeling well”. 
Two of the midwives, Maa Abenaa and Madam Afua, are different in this respect, 
repudiating from herbalism. Using herbal medicines is a significant matter that midwives 
without formal education are criticized of, locally (people’s opinions on that vary) and 
globally. 
 
A common problem that midwives who use herbal medicines treat is infertility. Maa 
Gristy and Nana Yaa can be consulted also in gynaecological problems as well as during 
pregnancy for possible herbal medications. All the midwives who use herbal medicines 
to stop post partum bleeding report that it always helps. This is in contrast to hospital 
worker’s opinions, though. But midwives report that heavy bleeding after birth is very 
rare. Many of them have never experienced that. 
 
Maa Gristy explains combines herbal medicines with “white man’s medicines”. She takes 
care of women with ailments such as fibroid, ulcer, typhoid, small hernia, and symptoms 
of gonorrhea with herbal medicines. She also treats pregnant women with jaundice by 
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giving them herbal medicines. Although being an officially registered midwife and 
having been working in health facilities before, Maa Gristy is the one who uses herbal 
medicines in her practice the most compared to all the other midwives. 
 
Health facilities refer pregnant women to Maa Gristy to be treated with herbal medicines 
in different situations. If the doctors in a health facility cannot find the cause of a certain 
condition a woman has, or do not have means to treat her, they can refer her to Maa Gristy. 
“We are combined, we are one”, she says, meaning that she works in cooperation with 
the hospitals who know her and trust her skills. This shows the medically pluralistic (see 
for example Hampshire & Owusu 2013) culture of Ghana: people can use simultaneously 
herbal medicines as well as orthodox medicines. Health care workers in the formal sector 
also refer patients to practitioners like Maa Gristy for herbal treatments, which also 
illustrate the medically pluralistic culture of Ghana. Maa Gristy explains how doctors 
from hospitals refer pregnant women to her to get herbal treatments: 
Even with jaundice and those things, and there are some spiritual things also. 
Because they know me (in the health facilities) and I have done it before, a lot of 
them believe, ---, the doctors will do everything without getting it, so they will 
say that look, we have tried, but we can’t see anything but if you go to this woman 
and try and see. 
 
When trying to analyze Maa Gristy’s midwifery practice from the perspective of 
Kleinman’s health care sector model (1978, 1980), it can be easily discovered that it is 
not simple to define her as belonging to either formal sector or folk sector of health care: 
being the only one of the five midwives who is officially registered, she is the one using 
most of herbal medicines in her practice. Being both a registered midwife and a certified 
herbalist, Maa Gristy interestingly crosses the border of formal and folk sector of health 
care. 
 
Although using herbal medicines can be well analyzed from the perspective of medical 
pluralism theories, is has to be also noticed that using herbal medicines often have very 
practical reasons. Maa Gristy explains that sometimes she tries to get some orthodox 
medicines, but the availability is a problem. For example, to find oxytocin (used in labour 
to strengthen contractions or to stop bleeding) or even paracetamol for pain can be very 
difficult to find, she explains: “Even to get them from the pharmacy is a big problem.” 
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This shows the practical aspect of people as users or providers of different medicines (see 
Bierlich 2007). 
 
This shows the problematics of the argument that people turn to different therapeutic 
alternatives, here herbal medicines, because they “believe they work” or because of 
different explanatory models of disease causation. Sometimes the reasons to seek 
different therapeutical solutions are very practical. That was seen also in Abina’s story in 
the previous analysis chapter. 
 
Since its inception the concept of medical pluralism has been criticized for many 
weaknesses, Hsu (2008) argues. The abovementioned practical reasons to turn to herbal 
therapies instead of orthodox medicines is one reason for this. According to Hsu (2008) 
the concept of medical pluralism has been criticized for being grounded in an overly 
simplistic concept of culture for engendering an overly behaviorist account of health 
seeking for conceptualizing health care from the professional’s, rather that patient’s, 
perspective for implicitly reproducing a monolithic concept of (bio)medicine, for 
insufficiently attending to issues of power, authority, and policy, or working with naïve 
notions of them for generating a false consciousness of choice, and for underplaying the 
importance of financial, structural, and other political economic considerations. (Hsu 
2008, 316-317) The critique towards the definitions of biomedicine or Western medicine 
points to the fact that Western medicine does not exist as a monolithic discipline: the 
biomedical worlds are hugely diverse, fluid and fragmented, changing in organization, 
orientation, research, and care delivery in a changing world (Hsu 2008, 320). Critical 
medical anthropologists have criticized the notion of medical pluralism for including 
patterns of hierarchy and reinforcing the dominance of biomedicine (see for example 
Penkala-Gawecka & Rajtar 2016, 130). 
 
I also argue that it is problematic to argue that midwives who do not have a formal training 
represent a completely different medical tradition compared to, let’s say, biomedicine. 
When discussing midwifery, it is problematic to compare that the maternity care given in 
health facilities all over the world would be biomedical as contrast to the care given by 
midwives without a formal education, often at homes. Midwifery care, whether in health 
facilities or homes, is so diverse that is cannot be easily categorized. For example, Maa 
Abenaa’s midwivery practice cannot be analyzed from medical pluralism theories: she 
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does not use herbal medicines or spiritual healing practices, but only tries to take good 
care of women during labour and birth. 
 
Hsu (2008, 316-317) argues that the notion of medical pluralism is unsatisfactory as it is 
not grounded in social theory. This can be linked with the argument that many people 
would like to use orthodox medicines (like Maa Gristy), but the availability of those 
medicines is a problem and she has to use herbal medicines instead.  
 
Hsu (2008, 317) argues that on the agendas of applied health research, the concept is 
currently an important and popular research topic, while medical anthropologists are 
looking for new, better ways of conceptualizing the social phenomena discussed under 
this umbrella term. It has been suggested that studies of medical pluralism be reframed in 
terms of medical landscapes. (Hsu 2008, 317, 320) The concept of medical landscapes 
has been developed to better encompass the field of health care and to analyze it (Hsu 
2008). Bierlich (2007) has suggested using the concept of medical culture to stress the 
way people use different kinds of medicine without thinking them as belonging to one or 
the other ‘system’, as the notion of medical pluralism might assume. Bierlich (2007) 
emphasizes the practical aspect when seeking different therapeutic alternatives. Parkin 
(2013, 125), in turn, prefers speaking of ‘medical diversity’: 
Medical diversity refers to more than medical pluralism, if by the latter is meant 
a number of medical traditions coexisting relatively insulated from each other 
within a region. Diversification is more than this and implies mutual borrowing 
of ideas, practices and styles between them, and by implication more 
differentiated strategies adopted by patients in search for cure. 
 
Although the concept of medical pluralism is used in this research to describe and analyze 
the medical landscape the midwives work in Ashanti Region, the concept has been used 
with certain reservation. The danger in using the notion of medical pluralism when 
analyzing midwifery practices is that it easily strengthens and reproduces the categories 
of midwifery this research specifically tries to avoid. The concept might reinforce the 
assumption that midwifery care in health facilities is always biomedical, scientific and 
evidence based, using orthodox medicines that would always be available, as opposed to 
childbirth assistance outside the formal sector, referred to as simply “traditional”. This 
association raises images of harmful practices that have to do with beliefs, herbal 
remedies, rituals and spiritual healing practices. On the contrary, the idea that birth 
assistance in health facilities is always biomedical and scientific easily makes us think 
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that that kind of care and treatment is good in all kinds of conditions. This is not always 
the case, as was discussed in the previous analysis chapter related to women’s negative 
hospital experiences. 
 
Both Maa Gristy and Nana Yaa have been and are still crossing the sectors of health care 
as outlined by Kleinman (1978, 1980): they have both been working in hospitals but also 
use herbal medicines which is usually categorized under folk sector of health care. 
 
 
Reflections on midwifery knowledge 
 
In this chapter, reflections about current policy prohibiting their practice will be briefly 
presented. All the midwives state that the women who come to them prefer them because 
they have heard their name and know that they are good at what they do; they have good 
reputation, and some women turn to them because of this. Madam Afua knows that the 
way they do their job is disappearing: “Most of the people don’t know our work anymore, 
and bc of that our work will collapse.” Maa Gristy tells that the number of customers has 
decreased compared to how many were coming to her before. Maa Abenaa tells that 
nowadays some people might be reporting her because she has not registered as a 
midwife, which has brought changes in her working environment. This is related to the 
professionalization of medical professions as well as legitimacy of midwifery knowledge. 
 
Some of the midwives criticize the idea that midwifery knowledge can be obtained from 
“only books” in a formal educational institution. For example, Maa Abenaa feels that 
young nurses only know the work in theory but lack practical skills and experience which 
is a problem: “These newcomer nurses, they only follow books and what is written in 
books. But sometimes they don’t have much experience than we the old people who know 
how to take care of deliveries.” This shows interesting reflections about the relationship 
between practice and theory in acquiring midwifery knowledge, criticising the idea that 
knowledge can be only gained from formal education. This idea is seen in Jordan’s (1997) 
theory on authoritatie knowledge on childbirth: often only the knowledge of the formally 




Also Nana Yaa thinks that the challenge with nurses who assist in childbirth is that they 
base their work “too much on only books”. Her opinion is that the nurses do not have 
enough practical teaching in Ghana, because there are not enough places to do practical 
training. Several other informants (hospital nurses, mothers) also expressed the worry 
about nurses not having enough practical training possibilities in Ghana. Still, two to three 
years formal education in nursing is generally considered as sufficient for a person to be 
a ‘skilled birth attendant’. Pierre Bourdieu (1977) has commented on “the role that formal 
education may play in the devaluation of folk knowledge in a class-structured society”. 
According to Bourdieu, 
“Formal schooling succeeds in obtaining from the dominated classes a recognition 
of legitimate knowledge and know-how (e.g. in law, medicine, technology ---), 
entailing the devaluation of the knowledge and know-how they effectively 
command (e.g. customary law, home medicine, ----- and all the lore handed on in 
the hedge-school of the witch and the shepherd…) and so providing a market for 
material and especially symbolic products of which the means of production are 
virtually monopolized by the dominant classes (e.g. clinical diagnosis, legal 
advice --- etc.) (Bourdieu and Passeron 1977:42) (Cited in Jordan 1997, 56-57) 
 
Nana Yaa describes people’s way of thinking in the current situation when education and 
the skills of reading and writing are regarded essential. People might not want to come to 
her because she cannot read and write: “I don’t know how to write. So, the person might 
think that this woman I’m going to her place, what happens if something bad happens to 
me?” However, these midwives possess knowledge on childbirth that is still sometimes 
needed. Moreover, the good care they can give to their patients is a significant factor why 
some women still want to turn to their help. 
 
The questions of legitimacy of childbirth assistance are related to politics and power. 
Geurts (1997) has explored the social context of childbirth and discusses the role 
traditional midwives have played in management of birth and in reproductive politics in 
rural contexts in Ghana (Geurts 1997, 14). Geurts points to the issue of the locus of 
responsibility and control over the domain of childbirth (ibid. 11). In the context of rapid 
social change, increasing dominance of the biomedical model, and breakdown of 
traditional forms of social organization, many people are struggling with the questions 
related to who is controlling - and who should be responsible for controlling - the domain 
of childbirth (Geurts 1997, 2-3). 
 77 
 
The process of who is controlling the domain of childbirth is going on everywhere in 
Ghana. In semi-urban areas in Ashanti Region, childbirth belongs nowadays mainly to 
the domain of formal sector of health care, and the public opinion is that because health 
facilities have better means to manage obstetric complications, all the women should give 
birth in facilities. People are generally ready to accept the technocratic model of birth 
(Davis-Floyd 2001) which can be criticized of seeing women’s bodies like machines on 
an assembly line (Emily Martin 1989). Many women are ready to accept this kind of birth 
culture without questioning it.  
 
Even though the hospital staff criticizes strongly the home midwives’ usage of herbal 
medicines and their lack of skills in many respects, for example Isaac and Beatrice 
consider these midwives as good in some respects and feel that it would be good if they 
could still cooperate with them to some extent. Despite of the very critical opinions, both 
Isaac and Beatrice state that the midwives who work with home births have also good 
practices, and that hospital staff could learn many things from them. In fact, they think 
that some of the home midwives are very good, and that with a little education they could 
even be better compared to young nurses who have just graduated from school. Beatrice 
explains:“…we have so many TBAs, they are very good. If they would get a little training, 
they might even do better (than young nurses).” In fact, Isaac and Beatrice think that it 
would be good if the midwives would still be allowed to work in the hospitals, the way 
Nana Yaa worked with them before. 
 
Albeit Isaac and Beatrice later perceive midwives who work with home births as skillful, 
it seems clear that working with them is not considered possible and realistic anymore, as 
Beatrice explains:“…the government doesn’t allow them to, the government doesn’t have 
any way to train them.” 
 
Isaac continues by saying: “They can better than those who come out from the school. 
You see. But here, the case, the government doesn’t allow them, so you don’t have 
anything for them. And you don’t allow them to work at the hospital too.” 
 
 78 
Hospital workers acknowledge home midwives’ knowledge and skills, for example of 
how to monitor the progress of labour and massage the uterus to stop bleeding after birth, 
as Beatrice explains: 
A TBA knows how to monitor the time of, after the delivery, the placenta has to 
come. They can monitor the time the placenta has to come out. After doing the V 
(vaginal examination), they know exactly the time you have to deliver. --- And 
many know, if you start bleeding, they know how to massage the uterus and 
everything. Yes. 
 
More research is needed on the knowledge of midwives who are not formally trained, and 
also on the facility birth culture in Ghana. More discussion should be going on about the 
facility birth culture and the implications it has, both in terms osf safety and emotional 
wellbeing of the laboring women. These would be good further research topics when 




The work of the midwives who take care of home births is disappearing along the spread 
of facility-based childbirth and the professionalization of medical professions (nursing, 
midwifery, biomedicine) in Ghana, and almost all the women in the semi-urban localities 
this research was conducted prefer facility birth compared to home birth nowadays, 
because facility birth is generally considered safer compared to home birth. The current 
policy prohibits or strongly regulates the work of the midwives who do not have formal 
education and the goal is that all the women would give birth in health facilities with the 
help of formally trained health workers.  
 
However, the formal sector being unable to provide with adequate maternal care for 
everybody, there is still need for midwives who take care of home birth, and some women 
still want to give birth at home with their help. 
 
The midwives who take care of home births in semi-urban areas in Ashanti Region still 
have roles in their communities. I have argued that the main reasons why some women 
want to give birth at home with the help of these midwives is mainly the good care they 
give for laboring women as opposed to the care in health facilities that is sometimes 
technocratic and medicalized. In health facilities, authoritative knowledge and power is 
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sometimes utilized over labouring women. This is why midwives who take care of home 
births still have roles in their communities, although many of them have already quit 
working due to the current policy prohibiting their practice and also because of old age. 
 
My data from Ashanti Region shows that midwives are not a coherent group of 
practitioners, and that categories such as traditional birth attendant easily give a 
misleading image of them, reinforcing the confrontation between formal (scientific) and 
folk (traditional) sectors of care. Midwives interviewed for this thesis are different in 
many ways, although they also have similarities. They are mostly rational, practical 
service providers (see Bierlich 2007) and for example spiritual aspects do not stand out 
in their work. 
 
Some of the midwives use herbal medicines in their practice and many people turn to 
them for herbal treatments which shows the Ghanaian pluralistic medical culture. Cross-
referrals happen between health facilities and midwives who utilize herbal medicines in 
their practice. This is an element of Ghanaian medical pluralism. 
 
The midwives have been crossing the borders of folk sector and formal sector of health 
care. Midwives who take care of home births have been working in health facilities 
together with formally trained hospital staff in Ghana before which shows how the 
boundaries of the sectors of health care have been blurred. Cooperation with health 
facilities still happens which shows how the sectors of health care overlap. Today, part of 
the cooperation between midwives and formal sector of care (health facilities) happens 
openly, such as Maa Gristy’s cross-referrals between hospitals. One form of cooperation 
is when doctors send women from health facilities to herbalists when they cannot cure a 
particular condition in the hospital. 
 
Some of the midwives might still be sometimes called for help if the staff in health 
facilities does not know how to deal with a particular complicated situation. This shows 
that the midwives still have roles in their communities and the relevance of their 
knowledge on childbirth. The way they are still sometimes asked for help in hospitals 
shows how they still have roles in maternity care services. 
 
 80 
Some of the cooperation related to birth assistance is done on a low profile due to the 
current political decision which prohibits the practice of midwives who do not have a 
formal education and who are not registered. However, cooperation and cross-referrals 
probably happen much more than is openly told, especially when it comes to birth 
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